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Kahn, M.: The Pre-Operative Preparation of Dia- 
betic Patients and Their Subsequent Treat- 
ment. Surg., Gynec. & Obst., 1920, xxxi, 363. 

Before operating upon patients with diabetes, 
except in cases of extreme urgency, the degree of 
acidosis should be determined by Van Slyke’s 
method of estimating the carbon dioxide combining 
power of the blood plasma or by Fredricia’s instru- 
ment for measuring the carbon dioxide content of 
the alveolar air. In diabetes, acidosis is of the 
ketone substance type due to a disturbance of fat 
oxidation. The administration of alkalies is not 
indicated and may hasten an impending coma. 

Elimination should be stimulated and the toler- 
ance for carbohydrates should be increased prefer- 
ably by the Allen method. Fats and alkaline drugs 
should be avoided. 

In the author’s opinion, nitrous oxide is the anes- 
thetic of choice. ListER TUHOLSKE. 


Cohen, L.: Further Observations in Correct Rhino- 
plasty. Surg., Gynec. & Obst., 1920, xxxi, 412. 


The operation as done by Cohen follows: 

1. By means of incisions within the vestibule, 
one on either side, just below and parallel to the 
attachment of the upper lateral cartilages to the 
edges of the pyriform opening, the entire skin of 
the bony portion of the nose is undermined. The 
incisions are joined over the dorsum and extended 
laterally down under the root of the nose. 

2. All ridges and irregularities, except the hump 
proper, are made smooth with a coarse rasp. 

3. A saw is introduced first on one side and then 
on the other, and the nasal bones are severed at 
their attachment to the nasal processes of the 
superior maxille and from the bony septum. A con- 
siderable portion of the upper edges of both nasal 
processes is removed with a coarse rasp. 

4. A V-shaped section of the entire thicknesszof 
the septum is removed. This includes.the lower 


89 


edge of the triangular cartilage and part of the sub- 
septum directly below. The base of this section is 
placed beneath the dorsum just above the tip, and 
the apex at the anterior nasal spine. Similar but 
smaller V-shaped sections, the bases of which meet 
at the midline of the nose, are removed from the 
upper lateral cartilages, one on each side. 

5. Puncture incisions are made through the 
cartilages and the lining membrane from within, 
parallel to the septum, one on each side. The width 
of the nose including the tip is reduced by removing 
a strip of cartilage with its lining by means of the 
forceps. Adhesive dressing is used to hold the 
wound edges together. 

6. The vestibule is packed lightly with iodoform 
tape and adhesive strips are applied to compress the 
tip and support the entire cartilaginous nose. 
Sutures are not employed. After four or five days 
another dressing is substituted which is utilized 
for about four weeks and is renewed every four 
or five days. Over these adhesive dressings the usual 
saddle splint is applied. I. W. Bacu. 


Van Paing, J. F.: The Knife Cautery in Surgery of 
the Thorax. N. York M. J., 1920, cxii, 673. 


The author describes his technique with the knife- 
cautery in lung surgery and states that it decreases 
hemorrhage, shock, and postoperative morbidity. 

He concludes his article with the following 
recommendations: 

1. Accurate diagnosis based upon the physical 
signs, the history, and the X-ray examination. 

2. Avoidance of delay in operating. 

3. As rapid an operation as is consistent with 
careful technique. 

4. The use of the knife cautery at red heat to the 
exclusion of all other methods when the lung tissue 
is to be incised. 

5. Avoidance of sutures whenever and wherever 
possible. 

6. The use of rubber tissue in cases requiring 
drainage. 
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7. Strict postoperative attention, the application 
of a pneumonia jacket, and nutritious diet. 

8. Morphine to the point of narcosis the first 
twenty-four to seventy-two hours. 

9. Blood transfusion early and repeated if neces- 
sary in shock, hemorrhage, delirium, and anemia. 

10. Breathing exercises and fresh air in delayed 
re-expansion. K. L. VEHE. 


Passot, R.: Modern and New Methods of Asthetic 
Suture (Procédés modernes et nouveaux de suture 
esthétiques). Presse m’d., Par., 1920, xxviii, 693. 

There are several factors which influence the 
appearance of a scar. One is the surgeon’s technique 
and another the patient’s general condition. An 
incision should be made in such a manner that ten- 
sion will be perpendicular to its principal axis. 
Therefore the surgeon should know the direction of 
the principal axis of the skin in the various parts of 
the body where an esthetic scar is desired. 

The author discusses various xsthetic incisions, 
those which will be completely hidden by the hair, 
those only partly visible, and those which will 

always be exposed. 

‘The intradermal suture was first described by 

Chassaignac in 1851. This suture the author con- 

siders inconvenient because of its weakness and the 

difficulty of applying it in the regions of the face 
and neck where the skin is thin and where in spite of 
great care, it yields under the pressure of the needle. 

Passot has obtained better results with a specially 

designed semicircular needle than with the needles 

usually employed for this purpose, and with a new 
method he has devised in which strengthening 
sutures are unnecessary. 

After approximating the edges of the wound by 
intradermal suture he covers the wound with a strip 
of adhesive celophane fixed with collodion, places 
strips of adhesive over this dressing, and then fixes 
these strips by placing two others across their 
extremities. He then removes about 2 cm. from the 
center of each strip over the incision and sutures 
the ends of opposite strips together. Traction is 


thus supported by the strips of adhesive instead of 


the wound. The author calls this ‘a method of 
suturing over the dressing.’’ Great care should be 
taken to make the strips adhere firmly. 

W. A. BRENNAN. 


Pauchet, V.: Postoperative Fistule of the Colon 
(Fistules coliques post-operatoires). Gynéc. et obst., 
1920, li, 30. 

Intestinal fistulae may result from the accidental 
opening of the large intestine during a gynecological 
operation and from the formation of an abscess 
about a ligature. As a rule such fistule close spon- 
taneously after a few weeks, but in some cases they 
persist and necessitate operative treatment. 

Large suppurating fecal fistulae must be treated 
by the formation of a temporary transverse arti- 
ficial anus, and if this does not effect a cure, by 
direct operation on the fistula itself. 


Fistule without pus may be attacked directly. 
These are of three types: 

1. Simple fistulz. Before an incision is made the 
course of the fistula is traced by an injection of 
methylene blue. The intestinal loops are then 
exposed and the perforation is sutured. 

2. Fistule difficult to expose because they are 
hidden by adherent intestinal loops. A fistula of 
this type may be traced by inserting a probe before 
the incision is made. The treatment consists in 
suturing together the edges of two buttonhole inci- 
sions in the loops of bowel in contact with the fistula. 
By this procedure the fistula is buried between 
the two opened loops. 

3. Fistule of large size. A transverse anus should 
be formed to the left of the umbilicus and the intes- 
tine completely sectioned. Pauchet has found that 
placing the lower portion of the colon at rest in this 
manner often results in a cure. Every eight days 
the patient was given an enema to discover whether 
any of the water would pass through the fistula. 
When it ceased to pass through, the fistula was 
closed. 

The transverse anus has the advantage that if a 
subsequent operation is necessary the opening into 
the intestine will be far from the umbilicopubic 
incision. If the artificial anus does not cause the 
fistula to close, an operation may be performed 
after two or three months when the danger will be 
less on account of the disinfection of the lower end 
of the colon. The transverse anus may be closed 
when water injected through the normal anus 
emerges from the cutaneous end of the lower seg- 
ment of the colon without passing through the 
fistula. W. A. BRENNAN. 


ANZSTHESIA 


Rick, F.: Experiences with Paravertebral and Para- 
sacral Anesthesia (Erfahrungen mit der Para- 
vertebral- und Parasakral-Anaesthesie). Monats- 
schr. f. Geburtsh. u. Gynaek., 1920, liii, 357. 


This is a report of 100 operations, 12 of which were 
performed under parasacral anesthesia, 1o under 
paravertebral anesthesia, and 78 under anesthesia 
induced by both methods. The decision as to which 
of these methods or whether both should be employed 
depends, of course, on the operation which is to be 
performed. For operative procedures on the vagina 
and perineum parasacral anesthesia alone is suffi- 
cient, while for other gynecological operations the 
anesthesia must be carried upward as far as the 
sixth dorsal spine. 

In regard to the technique the author refers to 
Siegel’s method with the remark that it is rather 
difficult and may result in injuries such as perfora- 
tion of the kidney or rectum. In the cases reported 
the solution injected was the usual % per cent 
novocaine-adrenalin solution. About 90 injections 
of 5 c. cm. were given for extensive operations, and 
between thirty-five and forty minutes were con- 
sumed in the induction of the anesthesia. As a 
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rule the anesthesia obtained was complete and per- 
sisted for seven hours. 

A previously induced twilight sleep is absolutely 
necessary for success. This was obtained with 
veronal, scopolamin, and narcophin, the dosage 
being regulated according to the patient’s body 
weight, age, general condition, and psychic state. 
The average duration of the twilight sleep was five 
and one-half hours. Occasionally even this com- 
bined method was not successful and inhalation 
anesthesia was necessary in addition. Asarule, how- 
ever, it was sufficient for the most extensive gyne- 
cological operations and without ill effect. 

Knoke (Z). 


Brody, H.: The Advantage of the Use of Local 
Anesthesia for the Performance of Oral Surgi- 
cal Operations upon Patients with Pulmonary 
Tuberculosis. Dental Cosmos, 1920, \xii, 1227. 


The author sums up the advantages of local anes- 
thesia over general anesthesia in oral surgery on 
patients with pulmonary tuberculosis as follows: 

1. The dangers following the administration of 
general anesthetics are absent. 

2. The after-effects subsequent to general anes- 
thesia, such as pneumonia, renal disorders, vomiting, 
and nausea, are prevented. 

3. The necessity for an anesthetist and cumber- 
some appliances is obviated. 

4. Local hemostasis can be procured by adding 
suprarenin to the novocaine solution and therefore 
the field of operation is almost bloodless. 

5. The patient is able to co-operate with the sur- 
geon. 


fore mucus and blood are not swallowed. 
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Dandy, W. E.: The Diagnosis and Treatment of 
Hydrocephalus Resulting from Strictures of 
the Aqueduct of Sylvius. Surg., Gynec. & Obst., 
1920, Xxxi, 340. 

Dandy reports a series of cases of hydrocephalus 
due to stenosis of the aqueduct of Sylvius. Asa rule 
this condition begins in the prenatal period and 
develops rapidly both during prenatal and post- 
natal life, though its manifestations may not be 
clearly evident for some time after birth. 

In 1919 the author and Blackfan reported a 
series ef 18 cases of hydrocephalus, and in 1917 a 
series of 25 cases, in which complete studies on the 
absorption of cerebrospinal fluid were made during 
life. Tests were devised to differentiate the types 
of hydrocephalus and obtain an index of the func- 
tions of the ventricles and the cerebrospinal spaces. 
The subdivision of most cases of hydrocephalus into 
two main classes, communicating and obstructive, 
still holds good. . 


6. The patient is able to expectorate and there- 
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7. As the parts remain anesthetized for an hour. 
the operator is able to work with deliberation. 

8. Lengthy preparation for the operation is 
unnecessary. 

9. The patient may be discharged after the 
operation. 

to. The nerve endings are paralyzed so that 
impressions caused by the traumatism are not 
transmitted to the brain, being prevented from 
traveling beyond the point of the injection as in 
the conduction method. When the patient is under 
the influence of a general anesthetic the sensory 
paths are not blocked and there is a needless 
exhaustion of nerve force; surgical shock is the 
result. 

Brody discusses also the advantages of anoci- 
association over general anesthesia, warning against 
depriving a patient with pulmonary tuberculosis, 
even temporarily, of the usual amount of oxygen. 
Such deprivation occurs in the administration of a 
general anesthetic even though nitrous oxide and 
oxygen are used. The administration of a mild 
narcotic, such as bromural, veronal, or codein sul- 
phate, before the operation is recommended. Novo- 
caine, in the author’s opinion, is an ideal local 
anesthetic. 

The conclusions drawn are as follows: 

1. General anesthetics are contra-indicated for 
the performance of oral surgical operations upon 
patients with pleuropulmonary affections. 

2. The excitation during the induction of general 
anesthesia is equal to that of the entire period in 
which a local anesthetic is used. 

3. Anoci-association is best secured by pre- 
operative medication, local anesthesia, and special 
management. Louis ScHULTz. 


HEAD AND NECK 


Hydrocephalus is always a secondary condition. 
While in some cases the primary lesion may be dis- 
covered easily, as a rule this is very difficult. 
Nearly all cases of hydrocephalus are due to an 
obstruction, but in the so-called ‘‘obstructive group” 
the obstruction is situated in some part of the 
ventricular system. 

In the so-called ‘‘communicating group”’ the ven- 
tricles are in communication with the subarachnoid 
space and the obstruction, which usually consists of 
adhesions, lies in the latter. The differentiation 
into these two great groups is clinically possible 
and may be accomplished easily with the use of a 
colored dye test. If after the dye has been injected 
into a lateral ventricle it quickly appears in the 
spinal fluid (lumbar puncture), there is a communica- 
tion between the ventricles and the subarachnoid 
space, and the hydrocephalus is that known as the 
“communicating” type. The absence of the dye 
in the spinal fluid denotes an obstruction at some 
point in the ventricular system and that the 
hydrocephalus is of the “obstructive” type. 
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Dandy has collected from the literature all the 
reported cases of hydrocephalus due to stricture of 
the aqueduct of Sylvius. A study of these cases 
and of those he observed personally showed that in 
each instance only epithelial remnants of the lining 
ependyma remain and the defect is replaced by 
hypertrophy of the glial tissue. In one of Dandy’s 
cases not a trace of epithelium could be found in 
any of the sections. 

In the gross, the region of the occluded iter differs 
but little from the surrounding mesencephalic 
tissue. There is usually no increased density notice- 
able to the touch and the mesencephalon appears to 
be normal except as regards the aqueduct. In every 
case in which the aqueduct of Sylvius was occluded, 
the third and both lateral ventricles were dilated. 
the degree varying with the time which had lapsed 
after the stricture had formed. The size of the 
fourth ventricle was not increased except when 
the foramina of Luschka and Magendie were 
occluded also. The dilation of the third and both 
lateral ventricles is due to the fact that the closure 
of the aqueduct of Sylvius removes the only avenue 
by which the cerebrospinal fluid may escape from 
these ventricles. 

By the newer methods it is now possible to deter- 
mine the presence of hydrocephalus in the earlier 
stages of its development. It is no longer necessary 
to await progressive enlargement of the head with 
great destruction of brain tissue. 

The presence of a meningocele should always be 
looked upon as a suspicious sign that hydrocephalus 
may be an associated and far more serious con- 
dition. 

The aqueduct of Sylvius is the weakest and at 
the same time the most important link in the ven- 
tricular system. Its lumen should normally be open 
for the passage of the cerebrospinal fluid which is 
constantly but very slowly poured through it. 
Hypertrophy of glia cannot be regarded as a tumor 
because it has not the cellular element of a tumor; 
moreover, it does not proliferate beyond the imme- 
diate region of the iter. Glia behaves essentially as 
does connective tissue. Its growth must be second- 
ary and not primary. It would be difficult to imag- 
ine a primary rampant growth of connective tissue 
beyond the confines of a normal epithelial lining. 
It would appear more probable that there had been 
primary destruction of the epithelial lining of the 
aqueduct and that the attempt of nature to heal 
the breach with glial tissue had resulted in the 
stenosis of the iter at the affected zone. The closure 
of only a portion of the aqueduct in many cases 
supports the view that an epithelial defect is _pri- 
mary, for it is not probable that a primary con- 
nective-tissue growth would be so restricted. It is 
believed also that intra-uterine inflammations play 
a considerable part in producing stenosis of the 
aqueduct. 

As to the clinical manifestations, the author 
states that the only constant feature in these cases 
is a large head of varying size. It is quite remarkable 


how a limited amount of intelligence may continue 
to develop in young children in spite of the rapid 
progressive destruction of the brain. Even with a 
head measuring 60 to 70 cm. in circumference, the 
child may learn to speak distinctly though, of course, 
with a greatly restricted vocabulary. Many hydro- 
cephalic children have a downward displacement of 
the eyes due to depression of the roof of the orbit. 
Because of this displacement, the sclera shows above 
the iris and the iris is partially covered below. Quite 
frequently also there is considerable limitation of 
the various extra-ocular movements. Convulsions 
are common, though the majority of patients are 
not so afflicted. Blindness is a not infrequent com- 
plication. 

The diagnosis of hydrocephalus can now be made 
with absolute certainty and the degree of the ven- 
tricular dilatation determined with absolute accuracy 
by ventriculography. When moderately advanced, 
the condition may often be recognized by an X-ray 
examination without ventriculography. 

When the diagnosis of hydrocephalus has been 
made, it may be determined whether the ventricles 
communicate with the subarachnoid space by a 
simple procedure. One cubic centimeter of indigo- 
carmine is injected into a lateral ventricle and 
thirty minutes later a lumbar puncture is done. If 
the ventricles communicate with the subarachnoid 
space, the dye will have appeared in quantity in the 
spinal fluid at this time. In such cases the hydro- 
cephalus is of the communicating type. If the dye 
does not appear in the spinal fluid in this period of 
time, it is evident that an obstruction is present in 
some part of the ventricular system. 

The precise location of the site of the obstruc- 
tion may be determined only by ventriculography. 
If the obstruction is at the aqueduct of Sylvius, the 
shadow of the third, and particularly of the lateral, 
ventricles will be greatly dilated, but no air will be 
present in the fourth ventricle. If air is present in 
the fourth ventricle, the obstruction is not at the 
aqueduct of Sylvius. 

The difficulties encountered in treating lesions of 
the aqueduct of Sylvius would appear almost insuper- 
able, but by the increasing number of cases in 
which the aqueduct has been exposed during the 
extirpation of cerebellar tumors, the author has been 
encouraged in the belief that possibly a direct attack 
may be made upon the mesencephalon even in 
infants. At least twenty-five times during the past 
year he has seen the cerebrospinal fluid pour through 
the aqueduct into the fourth ventricle. 

In order to treat the cause directly, Dandy pro- 
poses a method of reconstructing the obliterated 
aqueduct of Sylvius. He has performed this opera- 
tion twice, on children 1 year and 5 years of age. 
The older child died of pneumonia seven weeks after 
the operation, but the younger child was still living 
at the time the paper was written. The steps of the 
procedure are as follows: 

After a bilateral exposure of the cerebellum, the 
vermis is elevated with a small spatula, and the 
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normal foramen of Magendie and fourth ventricle 
are exposed. Into this a fine catheter is gently passed 
forward until it meets the obstruction at the aque- 
duct of Sylvius. To obtain a satisfactory exposure 
it is necessary to divide the lower half of the vermis 
in the midline and carry the incision through the 
roof of the fourth ventricle. A nasal dilator intro- 
duced into this defect gives good exposure of the 
funnel-like anterior terminus of the fourth ventricle 
and the entrance to the aqueduct of Sylvius. A 
small sound entering the orifice meets the obstruc- 
tion and is carefully forced through it into the third 
ventricle. Fluid at once escapes freely through the 
opening which again establishes communication 
between the third and fourth ventricles. Larger 
sounds are then passed to increase the size of the 
lumen. A small rubber catheter is pushed into the 
newly made channel and left in position for a period 
of two or three weeks after the operation. This tube 
has numerous perforations to prevent closure of its 
lumen by fibrin but that portion of it which lies in 
the aqueduct is smooth and without perforations. 
The anterior part of the tube projects into the third 
ventricle, while the posterior part is in the fourth 
ventricle and lies on the pons and medulla. The tube 
is anchored with a silk ligature to the dura at the 
foramen magnum. At this point its end is cut off 
and the lumen closed by a ligature. The excess 
tubing which traverses the entire length of the 
fourth ventricle is necessary to prevent the disloca- 
tion or loss of the tube. The nuchal muscles are 
carefully closed over the wound, giving good pro- 
tection over the large foreign body which is quite 
deeply buried. 

As a result of his study the author has reached 
the following conclusions: 

1. Cicatricial stenosis of the aqueduct of Sylvius 
is the most frequent lesion in congenital hydro- 
cephalus (about 50 per cent), and is found in a large 
percentage of cases of hydrocephalus occurring in 
infancy and early childhood. It may occur also 
(though rarely) in adult life. 

2. Hydrocephalus always follows occlusion of the 
aqueduct. The third and both lateral ventricles 
progressively dilate. The fourth ventricle, being 
posterior to the obstruction, does not enlarge. 

3. In the gross, the occluded aqueduct appears to 
be replaced by a fibrous tissue which microscopically 
is neuroglia. Microscopic remnants of the aque- 
duct are found usually but not invariably. 

4. The stenosis may occupy the entire length of 
the aqueduct or varying parts of it and may be only 
a thin transparent membrane. In some cases the 
stricture may be partial. 

5. Strictures of the aqueduct of Sylvius may be 
diagnosed and accurately localized. The indigo- 
carmine test will show the presence of an obstruction, 
and its location may be determined by ventricu- 
lography. 

6. Spontaneous relief is not possible. All surgical 
attempts to drain the fluid from the third ventricle 
to the exterior of the brain have proved futile. The 


openings invariably close and the fluid is not 
absorbed in the subdural space. 

7. The cause of the condition may be overcome 
by the construction of a new aqueduct of Sylvius, a 
tube being left in place for two or three weeks. It is 
possible that the epithelium will regenerate and 
establish a new canal. G. W. Hocnrern. 


Masland, H. C.: Cutting the Bone Flap in Cranial 
Surgery. Ann. Surg., 1920, xxii, 511. 


The method of cutting bone flaps in cranial sur- 
gery presented by the author follows the usual basic 
lines of procedure, but the instruments used differ 
from those ordinarily employed and are believed to 
give better end-results. 

The bone cutting is done quickly and with safety 
to the soft tissues and under perfect control. There 
is a minimum wastage of bone so that in replace- 
ment the bone edges are closely apposed and good 
mechanical protection is provided. 

The instruments for opening the skull comprise 
a quarter inch Roberts trephine and a modified cir- 
cular saw devised by the author. 

The Roberts trephine, like the Hudson drill, jams 
when it has passed through the inner table of the 
skull and therefore the possibility of injuring the 
dura or brain is nil if it is carefully used. The circu- 
lar saw has both an outside and an inside guard. 
The outside guard is fixed to restrict the cutting to 
the external table. This table having been cut, 
the external guard is removed, the internal guard is 
inserted through the trephine opening, and the 
cut in the inner table is made, the dura being 
separated from the skull by means of the guard as 
the cutting progresses. H. A. McKnicuar. 


Ransohoff, J. L.: The Surgical Treatment of Frac- 
tures of the Skull. Jnternat. J. Surg., 1920, xxxiii, 
3°7- 

Hospital records show that fractures of the skull 
are equal to 2 per cent of all fractures. 

The gravity of the injury depends entirely on the 
amount of damage to the brain. Every scalp wound 
which is the result of direct violence should be con- 
sidered a potential skull fracture until proved 
otherwise. A case emphasizing this point is cited. 

When a diagnosis of extradural hemorrhage is 
made, operation is necessary. The pulse and blood 
pressure are reliable indications of the patient’s 
condition. Nature’s effort at compensation pro- 
duces two reflex phenomena: bradycardia and in- 
creased blood pressure. When the pulse becomes 
rapid and the blood pressure falls, operation is useless. 

Operation is necessary in cases of compound 
depressed fracture of the skull but unnecessary in 
cases of fissure fracture without symptoms. As 
patients with skull fractures do not stand a general 
anesthetic well, the author operates under local 
anesthesia induced with 1 per cent novocaine. 

When there is an accumulation of blood beneath 
the dura, the dura should be incised and the accu- 
mulation washed away. When the brain substance 
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is crushed, the devitalized tissue must be washed 
out by a stream of warm normal saline solution 
under pressure. Wounds should be closed without 
drainage. 

Patients with fracture of the base of the skull as 
a rule are poor operative risks. In basal fracture 
with no localizing symptoms and with signs of 
increasing pressure repeated spinal puncture may 
be done. If this does not give the desired effect, 
a subtemporal decompression is necessary. The 
patient must not be moved for at least three weeks 
after operative interference. I. E. BisHxow. 


Bailey, P: Cruveilhier’s ‘“Tumeurs Perlées.”’ Surg., 
Gynec. & Obst., 1920, xxxi, 390. 


Bailey reports two cases of Cruveilhier’s ‘‘ tumeurs 
perlées,”” both of which were operated on by 
Dr. Harvey Cushing. 

The growths discussed in this article are of the 
same nature as those described by Bostroem as 
“haarlosen pialen Epidermoide.”’ This latter term 
is based on a theory as to their origin, regarding 
which there has been considerable confusion. 

True pearly tumors are rarely seen in man but are 
well known to veterinarians because of their fre- 
quent occurrence in the lateral ventricle of the 
horse. Tooth found but one such growth in man in 
a series of 258 cases of brain tumor verified at 
autopsy or operation, and Bernhardt found only one 
in a series of 487 autopsies on brain tumor cases. 

The most frequent location of these tumors is 
beneath the pons and midbrain extending up into 
the cerebellopontine angle, but they may occur in 
any area of the base of the brain from the anterior 
perforated space to the foramen magnum. Occa- 
sionally they are formed in the lateral ventricle, a 
fact of interest since this is their most frequent 
location in the horse. 

It must be borne in mind that pearly tumors are 
growths and not brain tumors proper. Even those 
arising from the plexus of the lateral ventricle 
undoubtedly originate in the pial tissue of the 
interior of the plexus tufts. They lie always beneath 
the arachnoid in the pia, a fact which Bostroem 
stresses in his term ‘‘haarlosen pialen Epidermoide.’”’ 

Grossly the tumors resemble mother-of-pearl, 
both in tint and luster. The surface, which is smooth 
and silky, has irregular pea-sized or larger elevations 
and peels away easily. The surface layers are tough, 
with about the malleability of heavy tin foil. With 
a knife blade, flakes which show the characteristic 
luster beautifully may easily be separated from the 
surface. 

The growths are usually solid but may have an 
irregular cavity in the center. The interior is com- 
posed of a white, dry, crumbly mass which is very 
easily crushed. There is always an entire absence 
of blood vessels. 

Meyer summarized the histologic structure thus: 
“Histologically the cholesteatomata are composed 
of a fine fibrous wall formed of the pia whose inner 
surface is covered by layers of flat, polygonal cells 


containing keratohyalin granules, futher masses of 
cells which have fallen off the walls, and a fatty 
mass mixed with cholesterin crystals. That is the 
microscopic structure of a pure cholesteatoma.” 

The flat outer cells consist of a homogeneous 
material giving a typical horn reaction with Gram’s 
stain and have no nuclei. It has been claimed that 
the intercellular material may be successfully 
impregnated with silver. 

Beneath these flat horny cells are polygonal cells 
with fairly well preserved nuclei. In their cysto- 
plasm numerous keratohyalin granules may be 
found. It is said also that eleidin granules are found 
occasionally. 

Many theories have been advanced to explain 
the origin of pearly tumors. Cruveilhier considered 
the cholesterin to be a secretory product laid down 
in the subarachnoid space. Thurnam seems to 
have been the first to call attention to the resem- 
blance to dead epithelial cells. The most peculiar 
hypothesis is probably that of Auvray. who consid- 
ered them to be angiosarcomata which had under- 
gone fatty degeneration. The structure is so defin- 
itely epithelial, however, that since definite proof 
of an endothelial origin is lacking, an epithelial 
origin may be assumed. 

The pearly tumors of the fourth ventricle are 
slowly growing benign lesions which have been of 
more interest to the pathologist than the surgeon. 
They have been found often accidentally at autopsy, 
their presence not having been suspected during life. 

Those situated in the fourth ventricle are the 
most amenable to surgical interference as they may 
be reached easily through a bilateral suboccipital 
exposure. 

One of the cases reported by the author was that 
of a woman 28 years of age who exhibited atypical 
cerebellar symptoms. At operation a pearly tumor 
of the fourth ventricle was found and removed. 
Good recovery followed. The second case was that 
of a boy, aged 13, who complained of failing vision. 
The lesion was found to be a pearly tumor of the 
third ventricle. 

Histologic examination proved conclusively that 
both these growths were true pearly tumors. The 
cuter part of the tumor was divided into very definite 
layers. From without inward the author has termed 
these the “stratum durum,” “stratum granulosum bi 

“stratum fibrosum,” and ° ‘stratum cellulosum ”’ 

The question as to the origin of pearly tumors is 
not answered by these two cases. The histologic 
picture suggests epithelium The presence of the 
stratum fibrosum free from ‘nuclei or other cellular 
structure between the stratum granulosum and the 
stratum cellulosum is difficult to explain. It seems 
possible, however, that the stratum durum origi- 
nated from cornification of the cells of the stratum 
granulosum. It may be that the stratum fibrosum 
contained cells similar to those of the stratum cellu- 
losum which were flattened out after they were dead 
and in which the cell structure was destroyed ‘J he 
stratum granulosum, the cells of which were already 
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undergoing cornification, was resistant and retained 
its cellular structure to a certain degree. The entire 
mass was certainly quite dead. Apparently it had 
choked itself out after growing to a certain size 
and then remained dormant for years until an 
obstruction to the drainage of cerebrospinal fluid 
arose, when it gave rise to acute symptoms. 
G. W. Hocnren. 


Blair, V. P.: Some Observations on Our War Expe- 
riences with Face and Jaw Injuries. Mil. Sur- 
geon, 1920, xlvii, 379. 


Early treatment is of great importance as regards 
recovery. A patient with an oral or pharyngeal 
wound should be placed in a sitting position, or, if 
he must lie down, should be turned on his face, 
a ¥% rubber tube having been placed through the 
mouth into the oral pharynx to give free airway. 

Sepsis plays a large part in delaying recovery. 
The greatest preventive of sepsis is early restoration 
of the tissues remaining after the injury to their 
normal position. Fragments should be splinted 
early in their proper position and drainage estab- 
lished. 

As the tissues of the face are almost immune to 
ordinary infections, it is unnecessary to practice 
débridement except for the removal of tissue devital- 
ized early. 

The floor of the mouth and the submaxillary and 
submental regions are peculiarly susceptible to an 
indurating infection, and if one of the primary 
branches of the carotid has been injured, the closer 
the wound approaches the carotid region, the 
greater the danger. Therefore, except to anchor the 
tongue, no repair is attempted in this region. Above 
the lower border of the mandible, however, all soft 
tissues should be repaired if the condition of the 
tissue permits. This applies especially to the alex 
of the nose, the angle of the mouth, the ear, the eye- 
lid, and the lip, as these areas retract rapidly and 
later repair is always more difficult. 

Removal of foreign bodies in the primary opera- 
tion is also desirable. Local anesthesia adds to the 
safety of surgical intervention in these cases, but 
if the anesthetic is given by the mask or the intra- 
tracheal method carefully, the danger will be slight. 
No patient should be returned to the ward until 
free breathing space is assured, hemorrhage con- 
trolled, and adequate drainage provided. Secondary 
hemorrhage is always the result of sepsis. There- 
fore treatment should be given for sepsis as well as 
for hemorrhage. Sepsis about face wounds is best 
controlled by drainage, frequently changed packs or 
external dressings, and cleansing mouth washes. 
The Carrel-Dakin type of treatment or the use of 
other germicides is not well tolerated here. Ordin- 
arily incisions should not be made until pus is 
demonstrable, but indurating infections of the floor 
of the mouth and submaxillary regions which are 
spreading or embarrass respiration demand free 
incision. All incisions for sepsis about the floor of 
the mouth should be made from the skin surface. 


While loss of segments of bone and delay in 
union are of course due to the original injury, the 
determining factor is usually sepsis and as a rule is 
induced by the presence of a foreign body such as a 
fragment of dead bone or the exposed root of a 
devitalized tooth. The offending body should be 
removed. 

The length of time bone grafting should be 
delayed depends largely upon the degree of sepsis. 
Grafted bone must be subjected to the strain of 
function or it will become absorbed. An essential 
part of almost every plastic operation is the com- 
plete removal of all scar tissue to reduce the dis- 
tortion of neighboring parts and facilitate restora- 
tion. I. W. Baca. 


Cole, P.: The Surgical Treatment of Malignant 
Disease of the Lip and Jaw. Lancet. 1920, cxcix, 
845. 


Cole lays particular stress on the eradication of 
malignant disease of the lip and jaw, the restoration 
of function, and the prevention of deformity. 

In a consideration of malignant disease of the 
lip he quotes Broders of the Mayo Clinic who com- 
piled statistical data on a series of 537 cases. 
Broders divides epithelioma of the lip into four 
grades according to the differentiation of the cells. 
The least malignant type is that in which differentia- 
tion is most pronounced. Lack of differentiation 
indicates the rapid growth of more pronounced 
malignancy. In this series, 526 of the patients were 
males and 11 females. The youngest was 21 years 
and the oldest 97 years. The average age was 57 
years. In a number of cases the growth was pre- 
ceded by a sore or ulcer. Syphilis and tobacco play a 
negligible part in the etiology. The average dura- 
tion of the condition was two and one-half years, 
the longest twenty-eight years. Broders found that 
in 449 patients subjected to gland operation, 334 
(76.6 per cent) were free from metastases. Metas- 
tases were found in the remaining 105 patients. 
Only 12 of these are living. The author believes 
that the V-excision should not be employed as the 
number of local recurrences has been high follow- 
ing this method. 

In military plastic surgery facial defects may be 
repaired only after considerable scar tissue and 
deformity have resulted. Operation is thus made 
more difficult on account of the loss of elasticity 
of the tissues. Moreover, the resulting facial 
expression is not so good as that which can be 
obtained by a primary operation following an 
injury or the removal of a growth. 

In every case of malignant disease of the lip the 
submental, submaxillary, and upper carotid glands 
should be excised on both sides to prevent glandu- 
lar involvement. 

The epulis is the most common tumor of the jaw 
and may be a pure fibroma or a myeloid sarcoma. 
The former arises from the alveolodental periosteum 
and the latter from the alveolus itself. The fibrous 
epulis is a small, firm, pedunculated, sessile tumor 
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generally situated in the incisor region. The mye- 
loid epulis is usually larger and softer, and bleeds 
easily. The tumor, the adjoining teeth, and the 
alveolus should be removed. 

The epithelial odontoma is one of the many 
odontomata which affect the jaws. It is more rare 
than the dentigerous cyst or follicular odontoma. 
These tumors expand the jaw slowly and, when the 
walls become thin, give rise to the physical sign of 
egg-Shell crackling. The follicular odontoma con- 
tains within the wall a well-formed tooth or den- 
ticle; the dental cyst contains only fluid and an 
epithelial lining. The latter is probably associated 
in its formation with the remnants of the enamel 
organ. 

With the exception of the endosteal sarcoma of 
the round or spindle-cell type, sarcoma is rare before 
the age of 15. The endosteal sarcoma expands and 
later breaks through the bone, while the periosteal 
sarcoma surrounds it. The latter is the more 
malignant. 

Squamous-cell carcinoma of the antrum, which 
probably arises from the enamel organ islets 
embedded in the alveolodental periosteum, usually 
occurs in the fifth and sixth decades. The symptoms 
usually begin with a trifling pain for which the 
neighboring teeth are extracted. Later the growth 
may protrude from the unhealed socket. 

In removing tumors from the mandible steps 
should be taken to minimize deformity and main- 
tain function. Removal of half of the mandible will 
permit muscular action to pull the sound half down- 
ward, inward, and backward. Therefore to control 
distortion a dental appliance should be employed 
at the time of operation. The mobile half of the 
mandible should be splinted to the maxilla in such a 
way that their relative positions are correctly main- 
tained. Between six and eight weeks later this 
should be replaced by a permanent appliance which 
will allow mastication. 

In Cole’s method of repairing the lip the angle of 
the mouth is formed by rotation of the mucous 
membrane rather than by the juncture of the 
mucous membrane to the skin along the linear slit. 

I. K. Hanset. 


Lain, E. S.: A Clinical Study of Epithelioma of 
the Lower Lip. J. Am. M. Ass., 1920, Ixxv, 1052, 


For purposes of prognosis and routine treatment 
Lain has found it convenient to classify epithelio- 
mata of the lower lip in three groups: 

Crass 1. Epitheliomata which may begin as 
seborrheeic-like crusts, small recurrent vesicles or 
fissures, at first superficial, later becoming infiltrated 
and indurated, etc., and situated entirely or almost 
entirely on the cutaneous surface of the lower lip. 

Crass 2. Those which are so located that one- 
third or more of the lesion overlaps the mucocuta- 
neous border of the lip, though no glandular 
enlargement is noted on palpation. 

Crass 3. All cases in which more than half of 
the malignant growth is situated on the mucous 


surface of the lip and the condition has been present 
for many weeks or months, and cases in which, be- 
cause of neglect or incomplete treatment, a 
marked recurrence has developed. 

Of the author’s series of 122 consecutive cases of 
epithelioma of the lower lip, 117 were those of men 
and 5 those of women. The patients varied in age 
from 23 to 86 years and the majority were farmers 
and outdoor laborers. Treatment with the roentgen 
ray or radium, alone or combined, was given in 107 
cases. Of 72 patients belonging to Class 1, 95.8 per 
cent are living today or survived for more than three 
years. Of 27 patients belonging in Class 2, 70.3 per 
cent survived from one to nine years. In Class 3, 19 
patients were examined and 4 of these were treated. 
Three of the latter died within one year. 

The author closes his article with the following 
conclusions: 

1. Considering the gravity of epithelioma of the 
lower lip and its frequency in adult males, Ameri- 
can physicians have not given the subject the study 
and attention it deserves. 

2. Epithelioma of the lower lip is far more com- 
mon in outdoor workers, and occurs most fre- 
quently on the side of the mouth where a cigar or 
pipe is held. 

3. Early diagnosis and treatment of the lymph 
drainage of the lips will materially increase the per- 
centage of cures. 

4. Neither surgery, radiotherapy, nor any other 
——s method of treatment is applicable to all cases 
alike. 

5. Radium and the roentgen ray, used alone or in 
combination, give the most satisfactory results in a 
selected type of epithelioma of the lower lip. 

E. C. RositsHEK. 


NECK 


Cottis, G. W.: Practical Points in Goiter Surgery. 
N. York State J. M., 1920, xx, 290. 


The term “goiter” is used to designate enlarge- 
ments of the thyroid which probably vary decidedly 
in their etiology. The author classifies goiters as 
toxic, non-toxic, and malignant and draws atten- 
tion to the distinction made by Plummer between 
exophthalmic goiter and toxic adenomata. 

Surgery is not indicated in the non-toxic goiters 
of adolescence and pregnancy as they usually yield to 
medical treatment. As a rule the adenomata do not 
respond to medical treatment and operation is indi- 
cated for the relief of pressure symptoms or for its 
cosmetic effect. Patients with toxic goiters should 
not be operated on during the height of a crisis, but 
should be treated medically until the crisis is safely 
passed. There are cases which closely simulate 
hyperthyroidism, but do not respond to operation 
on the thyroid. 

The author recommends local anesthesia for all 
ligations and for resection in very toxic cases. Adren- 
alin should not be used in the novocaine solution as 
in some cases it may be the cause of a reaction fol- 
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lowing the local anesthesia. This reaction is similar 
to that in the Goetsch test for exophthalmic goiter. 

Adenomata should be enucleated if possible, but 
when they are multiple, care should be taken to 
find the portion of the gland which is least diseased 
in order that it may be left. The posterior portions 
of both lobes should be left im situ in any operation 
performed under general anesthesia in order that 
injury to the recurrent laryngeal nerve may be 
avoided. 

The author recommends routine ligation of one 
superior thyroid artery in all cases of exophthalmic 
goiter as a test of the patient’s ability to withstand 
operation. 

Postoperative hyperthyroidism is a difficult con- 
dition to treat and is best prevented by selecting the 
cases for operation, the anesthetic, and the type of 
operation carefully and by preventing trauma. 

G. S. Fou.ps. 


Goetsch, E.: Studies on Disorders of the Thyroid 
Gland. II. Further Experiences with the 
Epinephrin MHypersensitiveness ‘Test, with 
Especial Reference to ‘‘Diffuse Adenomatosis”’ 
of the Thyroid Gland. Endocrinology, 1920, iv, 
380. 

In disorders of the thyroid gland there is a group of 
borderline cases which are very difficult to diagnose 
and more difficult to treat satisfactorily. As a rule 
the patient is a young adult who presents a 
syndrome suggestive of hyperthyroidism, incipient 
tuberculosis, neurocirculatory asthenia, and allied 
conditions. Positive eye signs and clinical findings 
in the thyroid gland are absent and the condition 
does not respond to ordinary medical and hygienic 
measures. The reaction to the epinephrin test is 
positive, but in many cases the basal metabolism is 
not found to be increased. 

In this type of case extensive resection of the 
thyroid gland is followed by striking improvement 
and microscopic examination of the thyroid shows a 
characteristic picture hitherto unrecognized as 
responsible for a definite type of hyperthyroidism. 
The change in the gland consists of a definite increase 
in the interstitial so-called ‘adenomatous tissue” 
together with an increase in the amount of lymphoid 
tissue and an associated hypoplasia of the primary 
alveolar or acinar epithelium. This interstitial 
tissue is not aggregated into nodules, but scattered 
diffusely through the gland. The increase in inter- 
stitial tissue doubtless arises from the interstitial 
cells. It produces a picture to which Goetsch has 
given the name “diffuse adenomatosis” and may 
produce moderate states of hyperthyroidism. 

That this change in the gland is responsible for 
hyperthyroidism is shown by the following facts: 

1. There is an associated syndrome more or less 
characteristic of the hyperthyroid state. 

2. The condition does not improve under ordi- 
nary hygienic and medical measures. 

_ 3- The reaction to the epinephrin chloride test 

1s positive. 


4. After resection of the thyroid there is a 
diminution or disappearance of this hypersensitive- 
ness with considerable improvement, if not cure. 

5. Characteristic changes are found in the gland. 

SAMUEL KAHN 


Judd, E.S.: The Results of the Surgical Treatment 
of Exophthalmic Goiter. N. York State J. M., 
1920, Xx, 287. 


In estimating the results of the surgical treatment 
of hyperthyroidism it is important to have a definite 
understanding regarding the different types of toxic 
goiters. Surgery is based on anatomy and pathology 
and errors arise if an attempt is made to establish 
operative procedure on any other foundation. The 
histologic picture of exophthalmic goiter shows 
hypertrophy and hyperplasia of the thyroid gland 
and the symptoms subside following the removal 
of a part of the gland. If the symptoms return 
the same cellular change has taken place in the 
unremoved portion. 

The technique of thyroidectomy is more difficult in 
exophthalmic goiter than in other lesions of the 
thyroid gland because of its more friable character 
due to the increase in cellular structure and the 
presence of numerous small blood vessels. 

The improvement in operative results in recent 
years is due to a better clinical understanding of the 
disease and refinement in operative technique. 
Plummer pointed out several years ago that hyper- 
thyroidism occurs in cycles, the onset being gradual 
and the symptoms increasing until a climax is reached 
when there is a gradual subsidence to nearly normal 
or normal. One or more repetitions of the symptoms 
may occur after a variable length of time. Beneficial 
treatment means the reduction of the natural 
mortality, a briefer course, and the prevention of 
permanent organic degeneration. 

The time of instituting surgical treatment is a most 
important factor. The most opportune time is late 
in the decline of the symptoms. Most patients will 
recover eventually if they are carried over the 
climax by rest, increased elimination, hot water or 
quinine-urea injections, or one or more ligations. 
Ligation is of more benefit than any other palliative 
measure, but should not be resorted to in the more 
severe cases until the more simple procedures have 
been tried. 

It is best to advise thyroidectomy as soon as 
recovery is sufficient to make the operation safe as 
the patient will be much better after the gland is 
removed and the danger of relapse is reduced. 

The determination of the basal metabolic rate, 
which is always increased in these cases, is a valuable 
addition to the clinical picture and physical findings 
in the determination of the degree of toxicity. 

In the treatment, radium and the X-ray have been 
used by others and good results have been reported. 
Means and Auld claim that, according to metabolic 
studies, the same results may be obtained by radio- 
logical treatment as by surgery and the mortality 
is nil. 
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The increase in hyperthyroidism which usually 
follows operation is the chief cause of death. Among 
100 consecutive patients with hyperthyroidism 
operated on in 1914 there were 2 deaths. Ninety per 
cent of these patients returned for examination or 
were traced by letter. Sixty-one per cent are free 
from signs and symptoms at least six years after the 
operation, 13.5 per cent are markedly improved, 
and 55 per cent are slightly improved. Eleven of the 
patients died after leaving the Clinic; most of them 
were much better or apparently cured of hyper- 


thyroidism when discharged. None of this series 
required a secondary thyroidectomy, although 15 of 
387 operations for exophthalmic goiter in 1914 were 
secondary operations for recurrence of symptoms. 
Improvement in the technique as to the location of 
the incision and the method of closing the tissues has 
reduced the objections to operation on the basis of 
the cosmetic result. Lobectomy should be reserved 
for the very severe cases in which it appears that 
thyroidectomy in one stage would be too extreme. 
MERLE R. Hoon. 


SURGERY OF THE CHEST 


CHEST WALL AND BREAST 


Bull, P.: Extrapleural Thoracoplasty in the Treat- 
ment of Pulmonary Tuberculosis, with an Ac- 
count of 37 Cases. Lancet, 1920, cxcix, 778. 


The author presents a report on his experience 
with the operation of extrapleural thoracoplasty on 
37 patients with pulmonary tuberculosis operated 
on from one to six years previously. Twelve of 
these patients were males and 25 females. The 
operation seeks to secure collapse and loss of func- 
tion of the lung through resection of ribs. The ex- 
tent of the resection varies with that of the disease 
and its intrapulmonary situation. It is not neces- 
sary to aim at a complete de-ossification of the thor- 
acic wall and obliteration of one-half of the thoracic 
cavity. A restriction of its lumen so that the sunken 
wall closes about the sunken lung is sufficient. This 
is achieved by resecting about 12 cm. of the tenth 
and ninth ribs and 15 cm. of the remaining ribs up 
to the fourth. When there is pronounced disease in 
the upper lobe the second and first ribs also should 
be resected. 

The position of the scapula against the chest wall 
renders immobilization imperfect or incomplete 
unless the resection is carried up through the fourth, 
third, and second ribs. The scapula is thus allowed 
to fall forward toward the thoracic cavity. The first 
rib was removed in 8 of 15 cases regarded as cured 
and the second rib was removed in 6. Resection 
included the third rib in only 1 case. 

Anesthesia is secured by regional infiltration of 
each intercostal nerve with 1 per cent novocaine 
solution. 

The incision is begun at the spine of the scapula 
midway between the margin of the scapula and the 
spinous processes, continued parallel with the 
spinous processes to the tenth rib, and then bent 
outward along the tenth or eleventh rib to the 
scapular line. When the arm is drawn outward or 
upward and the musculature is cut, it is possible, 
with broad retractors, to gain access to the region 
under the scapula and resect as large pieces of rib 
as desired. The musculature is sewed with catgut, 
the skin with silk. Resection of the first two ribs is 
greatly facilitated by apicolysis or loosening of the 
apex of the lung. 


The author operated on his first 11 patients in 
one stage, but since then has employed a two-stage 
operation. In the first stage resection from the 
eleventh to the sixth or fifth rib is performed, and 
in the second stage the remaining ribs, including the 
first, are resected. 

Apical cavities are the most difficult to cure. 
When the effect of thoracoplasty is insufficient, the 
author resorts to Tuffier’s intrathoracic fat trans- 
plantation: 

A longitudinal incision of 10 to. 15 cm. is made in 
the axilla and from 6 to 8 cm. of the fourth and 
third ribs are resected. Apicolysis is done by cutting 
through the periosteum and endothoracic fascia, 
thus reaching the layer between the parietal pleura 
and the endothoracic fascia. By blunt dissection a 
cavity the size of a hen’s egg or a medium-sized 
potato is formed, extending up to the first rib. 
A pad of fat with attached superficial fascia from 
the abdomen is deposited within the cavity. The 
wound is then completely closed in three layers 
with drainage. Tuffier’s investigations have shown 
that in aseptically healed cases the transplanted fat 
is converted into firm fibro-adipose tissue. In the 
author’s 9 cases of intrathoracic fat transplantation 
healing has been effected in 5. He does not believe, 
however, that this gives a correct impression of the 
success of the method. 

The effect of extrapleural thoracotomy may be 
compared to the effect of treatment by pneumo- 
thorax, as both collapse the diseased lung. The 
author, therefore, recommends his method only in 
cases of unilateral pulmonary tuberculosis when 
artificial pneumothorax has been attempted without 
result or is not feasible on account of extensive 
pleural adhesions. An advanced destructive process 
with the formation of cavities suggests the neces- 
sity for earlier interference than tuberculosis which 
assumes a fibrous form with shrinkage and runs a 
chronic course. 

Contra-indications to operation are tuberculosis 
of the lower lobe or advanced disease of the other 
lung and tuberculosis in such parts of the body as 
the kidneys, intestines, bones, joints, etc. A slight 
laryngeal tuberculosis does not defer operation as 
the lesion is improved with the decrease of cough 
and sputum. 


In the author’s first series of 11 cases, 3 patients 
(27.3 per cent) died immediately after the operation. 
In the second series of 26 cases only 1 patient died. 
The mortality from the immediate operation was 
therefore reduced to 4 per cent and the total mortal- 
ity in the 37 cases was about to per cent. A curative 
result was obtained in 4o per cent of the total num- 
ber of cases operated on and in 45 per cent of those 
in which the patient survived the operation. 

A. C. JoHNson. 


Eggers, C.: The Relative Value of Various Opera- 
tive Procedures Employed in Acute Empyema. 
J. Am. M. Ass., 1920, Ixxv, 995. 


Cases of empyema should be studied with regard 
to: (1) the antecedent disease; (2) the type of organ- 
ism concerned and its virulence; (3) the prevailing 
climatic conditions; (4) whether the cases are spor- 
adic or epidemic; (5) the treatment; and (6) the mor- 
tality rate. 

The most common of avoidable causes of chronic 
empyema is inadequate drainage. The retention of 
pus leads to repeated re-infection of the cavity and 
the development of a thick, unyielding pleura. 
Another cause is too-early operation. 

The treatment must be adapted to the require- 
ments of the particular case as no one method will 
always give uniformly good results. In a common 
type of empyema which follows pneumococcus pneu- 
monia the pus collects in the lower part of the chest. 
An intercostal incision in the eighth or ninth space 
or resection of a portion of the eighth or ninth rib 
will place the drainage at the most dependent part 
of the cavity. The after-treatment should consist of 
simple open drainage alone or combined with irri- 
gation, preferably with Dakin’s solution. 

If an unusually large amount of fluid is present, 
one of the two following courses may be followed: 

1. Aspiration of the fluid repeated, until the 
pneumonia subsides and as often as the thorax re- 
fills followed by the formation of a simple drainage 
opening. As a curative measure aspiration is of 
little value. 

2. A closed method of drainage. This may be 
used in the more urgent cases. 

Occasionally the bottle system of drainage with 
negative pressure is of advantage. Suction should 
not be employed while the inflammation in the lung 
is active. Healing depends, not on suction, but on 
sterility and the latter is best obtained by open 
drainage. 

Eggers believes that the only safe method of 
closing an empyema cavity is its obliteration. 
When pus is present it must be given free exit. 

C. R. STEINKE. 


Shulian, O. F.: Trocar Thoracotomy Versus Rib 
Resection in Acute Empyema. Tllinois M. J., 
1920, XXXViii, 339. 

The method with which the writer has had the most 
experience is a modification of that advocated by 

Diederich. Briefly the routine is as follows: 
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1. A definite idea as to the extent and character 
of the pyothorax is obtained by means of stereo- 
scopic X-ray pictures. 

2. Trocar thoracotomy is performed under 
anesthesia induced with 5 per cent procaine solu- 
tion preferably near the anterior axillary line in 
order that the heavy muscles of the back may be 
avoided and the discomfort and pain caused by the 
tube and dressings minimized. A small skin incision 
is made at least 1 in. below the intercostal space to 
be punctured, and the specially devised trocar of 
Diederich or Phillips passed external to, and upward 
over, the edge of the rib, avoiding the intercostal 
vessels, then through the intercostal muscles and 
parietal pleura into the pleural cavity. A Dakin 
tube clamped at the outer end and carried in the 
extra arm of the cannula is then forced into the 
pleural cavity and the trocar is withdrawn. The tube 
is secured to the skin by means of adhesive tape, a 
small pad of sterile gauze being interposed between 
the latter and the skin wound. 

3. The pleural cavity is aspirated and irrigated 
with normal saline solution. If cough does not 
ensue, Dakin’s solution is used and this treatment 
repeated six to eight times in twenty-four hours. 
About 30 c. cm. of fluid are allowed to remain in 
the cavity after the irrigating fluid returns clear. 
Both Diederich and Moschowitz advocate using 
saline solution first because of the occasional 
presence of a pulmonary fistula connecting the 
pleural cavity with a bronchiole. Obviously this 
contra-indicates irrigation with any _ solution. 
During irrigation care must be taken to prevent the 
sucking in of air through the tube or its injection 
through the irrigating syringe. Irrigation under 
moderate pressure when the cavity is completely 
filled removes shreds of necrotic membrane and has 
a tendency to prevent the walling-off of small pockets 
before the entire cavity is sterilized. 

4. The routine use of blow bottles is encouraged 
as it favors lung expansion but is not as essential in 
cases treated by the Phillips suction apparatus as 
in others. 

5. If negative smears and cultures are obtained 
on two successive days after the use of Dakin’s 
solution has been discontinued for eight hours, 
30 c. cm. of a twenty-four-hour-old 2 per cent solu- 
tion of formaldehyde in glycerine are injected into 
the cavity as is done by Mazingo at Walter Reed 
Hospital. The Dakin tube is then withdrawn and 
the thoracotomy wound allowed to close. Formerly 
the sinus was partly or completely excised and a few 
stitches were introduced, but since the adoption of 
the practice of incising the skin and superficial 
fascia at a point below the interspace to be punc- 
tured by the trocar this has not been found neces- 
sary, the wound closing very promptly because of 
the retraction of the superficial structures to their 
normal place. 

Eighteen patients treated in the manner described 
spent an average of sixteen days in the hospital 
and suffered comparatively little pain. In these 
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cases the average dressing cost was $4.50 while the 
corresponding cost in rib resection cases treated at 
the same institutions varied between $35 and $60. 
The method described does not result in deformity 
or a gaping discharging wound. The cavity re- 
opened after sterilization in only 2 of the cases so 
treated. One of these responded immediately to 
the use of Beck’s bismuth paste. In the other, two 
injections have been given to date and there is now 
a fair prospect of early closure. 

In the author’s judgment Phillips’ technique 
supplementing trocar thoracotomy with suction by 
means of his ingenious apparatus which maintains 
a constant negative pressure of from 30 to 60 mm. 
of mercury should be adopted. If followed by irri- 
gation and concluded after sterilization is accom- 
plished by the injection of formalized glycerine it 
constitutes the ideal method of combating empy- 
ema. The importance of roentgenoscopic and roent- 
genographic examination before and after thoracot- 
omy cannot be too forcibly emphasized for pyo- 
thorax may be found in many cases in which one 
or more diagnostic punctures fail to reveal it. 

Shulian’s conclusions are as follows: 

Trocar thoracotomy with the establishment of 
negative pressure, irrigation with Dakin’s solution, 
and sterilization of the cavity with formalized glycer- 
ine should be the accepted method of treating 
acute pyothorax because: (1) it may be performed 
without shock and pulmonary collapse; (2) general 
anesthesia is unnecessary; (3) the possibility of 
secondary infection is reduced to a minimum; 
(4) accidents, complications, and sequela such as 
hemorrhage, rib necrosis, chronic sinuses, etc., while 
possible, are not probable; (5) expansion of the col- 
lapsed lung is greatly facilitated instead of retarded; 
(6) the method is associated with less pain and dis- 
comfort; (7) the size and number of dressings neces- 
sary is greatly reduced; (8) the period of invalidism 
is decreased at least one-third; (9) there is no 
deformity and the scar is almost imperceptible; 
(10) the method is applicable to cases of bilateral 
pyothorax; and (11) it prevents pneumothorax and 
facilitates the egress of pus. E. C. RospirsHEK. 


Plenk, A.: Splitting the Sternum for Substernal 
Goiter (Zur Sternumspaltung bei substernaler 
. Struma). Deutsche Ztschr. f. Chir., 1920, clvi, 378. 


Substernal goiters may be classified as retroster- 
nal, retroclavicular, and endothoracic. The syndrome 
caused by them is variable. There is both a tracheal 
and a mediastinal syndrome in which, in addition to 
dyspnoea, there are circulatory disturbances due to 
compression of the large blood vessels of the medias- 
tinum. The retrosternal goiters lie either entirely 
or partially behind the notch formed by the anterior 
wall of the thoracic aperture. We therefore frequent- 
ly see in such goiters a compression furrow and the 
depth of this furrow is an indication of the amount 
of pressure caused by the growth. 

The usual method of delivering retrosternal goiters 
by luxation is a formidable procedure as the vessels 
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of the goiter may be torn and the forcing of the 
growth through the opening causes dyspnoea and 
suffocation. If the goiter has become adherent to the 
large vessels the delivery may be dangerous as large 
vessels may be torn and the trachea, already de- 
formed, cannot stand much further compression. 
To simplify access to such a goiter and to enlarge 
the thoracic aperture the author advises splitting 
the sternum. Jehn was the first to report an opera- 
tion of this kind. 

At the Hohenegg clinic a median incision is made 
in the manubrium and from this two slanting inci- 
sions are extended into the first intercostal space 
against the upper edge of the second rib. The inci- 
sions in the bone are made best with a Gussenbauer 
saw or gouge nippers. The ordinary chisel, with 
which the division could be effected most easily, 
is not practical as the operation is carried out under 
local anesthesia. By splitting the sternum a diasta- 
sis of about 6 cm. is obtained and the entire upper 
mediastinum is well exposed. 

The author reports five cases operated on in the 
manner described. In all, the operation was per- 
formed under local anesthesia without the use 
of positive-pressure apparatus and in none was 
there lasting damage to the shoulder girdle, throm- 
bosis, or infection. Von TAPPEINER (Z). 


PHARYNX AND SOPHAGUS 


Ashby, H. T.: (sophageal Obstruction in Young 
Children. Proc. Roy. Soc. Med., Lond., 1920, xiii, 
Sect. Dis. Child., 146. 


The author has had five cases of obstruction of the 
lower end of the oesophagus, one of which he reports 
in detail with postmortem findings. The condition, 
which is analogous to hypertrophic stenosis of the 
pylorus, is at first spasmodic; later there is 
fibrosis. No history of swallowing caustics is given. 
The stricture is always about 1 in. above the cardia. 
In the case reported it was 1 in. in length and per- 
mitted the passage of only a small probe. 

The symptoms are noted at ten or twelve months 
following the ingestion of solids. The X-ray with bis- 
muth establishes the diagnosis. 

For well-marked cases the author advocates 
gastrostomy to give the stricture complete rest. At 
times dilatation is done with bougies under an 
anesthetic which relaxes the spasm. K. L. VEHE. 


Hartmann, H.: Diverticula of the Csophagus 
(Les diverticules de l’cesophage). J. de chir., 1920, 
xvi, 481. 

Hartmann believes that cesophageal diverticula 
are not rare but are often mistaken for stenosis 
or spasm. The error is still frequent although an 
X-ray examination should make the diagnosis clear. 
Two clinical types are recognized: traction divertic- 
ula and pulsion diverticula. Those of the traction 
type were found in 4 per cent of a large number of 
autopsies on adults but usually are of no interest to 
the surgeon. As a rule they occur in the lower part 
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of the cesophagus, have an oblique ascending direc- 
tion, and do not arrest the food that is swallowed. 

The surgical diverticula are those of the upper 
part of the cesophagus. Radioscopy is the simplest 
and best method in the examination as the lateral 
and anteroposterior views give an exact picture of 
the pocket and show its relation to the rest of the 
oesophagus. 

When untreated, pulsion diverticula terminate 
fatally after a number of years following progressive 
malnutrition, pulmonary complications, peri-ceso- 
phageal phlegmons, or secondary cancer. Surgery 
is often delayed, however, because the condition 
develops slowly and operation exposes the patient 
to the risk of infection of the deep tissues of the 
neck and propagation of the inflammation to the 
mediastinum. 

Extirpation of the sac in a one-stage operation 
followed by immediate suture of the pharyngo- 
cesophageal breech is the operation performed 
most frequently. 

To the 53 cases collected in 1910 by Stetten the 
author adds 2 others, 1 of which is a case of his own. 
In the latter the pocket was extirpated a month 
after the formation of a gastric fistula. Alimenta- 
tion by mouth was begun two weeks after the opera- 
tion and the gastric fistula was closed two weeks 
later. Complete recovery resulted. Radioscopy now 
shows the cesophageal passage to be normal and the 
patient has no difficulty in swallowing. 

While the author does not condemn other methods 
of operating, he believes that invagination of the 
sac into the cesophagus after it has been puckered 
with a purse-string suture is practical only when the 
diverticulum is small. If the sac is large, extirpation 
in one or two stages is necessary. As an anesthetic 
for this procedure chloroform is better than ether 
as the latter causes a copious secretion of mucus. 
The sac should always be emptied before the 
operation. W. A. BRENNAN, 


MISCELLANEOUS 


Meyer, W.: The Principles Underlying the Safe 
and More Rapid Evolution of Thoracic Sur- 
gery. Am. J. M.Sc., 1920, clx, 504. 

The two principles underlying the safe and more 
rapid evolution of thoracic surgery are: 

1. The use of the differential pressure method to 
prevent the occurrence of an acute pneumothorax 
during operation. 

2. The immediate and complete closure of the 
incision and air-tight thoracic drainage after every 
operation on the thorax to prevent acute postop- 
erative pneumothorax and the accumulation of 
fluid in the pleural sac. E. C. RosirsHEK. 


Graham, E. A.: The Importance of the Vital 
Capacity in Thoracic Surgery. J. Am. M. Ass., 
1920, Ixxv, 992. 

_ “Vital capacity” is the amount of air given out 

in the greatest possible expiration after the greatest 


possible inspiration. The average in normal men 
between 5 ft., 814 in. and 6 ft. in height is 4,800 c.cm., 
and in normal women over 5 ft., 6 in. in height, 
3,275 c. cm. If the vital capacity is so low that it 
practically equals the tidal air, any further inter- 
ference with respiration will almost surely result in 
death from asphyxia. 

The degree of asphyxia which will follow the 
creation of an open pneumothorax in a normal chest 
depends to a considerable extent on the ratio of the 
amount of air which enters the thoracic opening to 
the amount which enters the lungs at each inspira- 
tion. It is possible to show this relationship by 
means of the following mathematical expression, in 
which, as will be seen, the vital capacity is an 
important factor: 

Ri 
V—-—T 
Rt 
V, vital capacity. 
Ri, rate of respiration before the opening is made. 
Ro, rate of respiration after the opening is made. 
T, tidal air (approximately 500 c.cm.). 


a, a factor less than 1 (assumed to be 0.8). 
C, area of the glottis (about 2.25 sq.cm.). 


If in substituting numerical values in the equa- 
tion 4,800 is inserted for V (the normal vital capacity 
of men between 5 ft., 8% in. and 6 ft. in height, 
according to Peabody and Wentworth), 15 for Ri 
(an average rate of respiration during complete 
rest), and 60 for Re (an estimated maximum rate for 
the greatest possible depth of respiration), then 


= 1.8, or 


X =67.32 sq.cm., Or 10.4 sq. in. 


In other words a normal man between 5 ft., 8% in. 
and 6 ft. in height should be able to withstand a 
thoracic opening of about 67 sq. cm. or to sq. in. for 
as long a time as his respiratory muscles are able 
to maintain a maximum effort. 

In acute pneumonia, air hunger and extreme cyan- 
osis persist in spite of a maximal respiratory effort, 
and the vital capacity must be nearly as low as the 
tidal air requirement. 

Three case reports are given. The author sum- 
marizes his conclusions as follows: 

Determinations of the vital capacity by means 
of a spirometer, when used in connection with the 
mathematical expression given, will indicate approx- 
imately the maximum opening in the chest wall 
compatible with life if the mediastinum is not 
already stabilized by adhesions and induration. If 
such observations were made before open drainage 
is established in cases of empyema or before any 
thoracic operation, it is probable that many lives 
would be saved. Both theoretical conclusions and 
actual observations show that in empyema the 
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vital capacity is greatly reduced. That this reduc- 
tion does not depend merely on the presence of fluid 
exudate in the pleural cavity is shown by the fact 
that an appreciable increase in the vital capacity 
occurs only gradually after the removal of the 
exudate. This fact is of importance as it constitutes 
an additional argument against the establishment of 
open drainage during the acute pneumonic stage of 
an empyema when the vital capacity is so low as to 
approximate the tidal air requirement. Extensive 
thoracoplastic operations result in an apparently 
permanent marked reduction in the vital capacity. 
They should be performed, therefore, only in the 
rarest instances and after other methods have 
been given an intelligent trial for at least many 
months. C. R. STEINKE. 


LeFort, R.: On the Extraction of Projectiles from 
the Thoracic Cavity, Particularly the Medias- 
tinum. Am. J. Clin. Med., 1920, xxvii, 662. 


The progressive improvement in the author’s 
results in chest surgery are due to the abandonment 
of narrow openings, especially the posterior incision, 
the perfection of technique, and above all the sys- 
tematic employment of radioscopy during operation. 

To prevent secondary chest deformities LeFort 
has given up resection of ribs and especially the 
resection of cartilage in all operations done antero- 
laterally. 
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Small bodies in the lung parenchyma may be 
seized with a forceps under screencontrol. When 
encapsulation has occurred resistance may be offered 
to the forceps and care is necessary not to drive the 
object deeper into the lung. The foreign body may 
be concealed by hemorrhage, the vertebrae, the 
liver, or the heart. 

Large rough bodies in the parenchyma may be 
digitally removed after the lung has been fixed to the 
chest wall by means of sutures. Such fixation 
prevents pneumothorax and the foreign body may 
fall free of the wall when the cavity is ballooned by 
the air. 

For the removal of projectiles in the dangerous 
regions, the hilum, pedicle, and mediastinum, large 
transpleural openings are necessary. The pneu- 
mothorax is well tolerated. Incision in an intercostal 
space and through one or two adjacent costal 
cartilages provides good light and permits the 
formation of an osteoplastic flap. Mediastinal ex- 
tractions must be carried out through anterior 
incisions. The author avoids fracture of the ribs, 
even green-stick fractures, and the use of drainage 
material in the pleura. 

For difficult high mediastinal extractions Le Fort 
forms a sternocleidocostal flap which make it possi- 
ble to raise the clavicleand first rib without fracturing 
them and to approach the cervicomediastinal junc- 
ture. K. L. Venue. 
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ABDOMINAL WALL AND PERITONEUM 


Beavan, P. W.: Pneumococcus Peritonitis in In- 
fancy and Early Childhood. Am. J. Dis. Child., 
1920, XX, 341. 


In the last thirteen years 171 cases of general 
peritonitis have been treated at the Babies’ Hospital 
in New York. Nine of these were proved by bac- 
teriological examination to be due to the pneumo- 
coccus. 

In this type of inflammation the entire peritoneal 
cavity is involved by a purulent fibrinoplastic 
exudate. If the patient lives, adhesions form in the 
exudate which limit the process, finally causing a 
localized abscess. In this characteristic, pneumo- 
coccic peritonitis differs from the other forms of 
purulent peritonitis observed in children. 

While the source of the infection of the peritoneum 
is thought by most authorities to be the blood 
stream, there is controversy as to where the blood 
becomes infected, some believing the focus to be 
in the lungs, others tracing it to the middle ear, and 
still others finding it in the intestines. The cases 
upon which this article is based seem to indicate 
that in young children the infection originates in 
the lungs as in 7 of the 9 cases distinct pulmonary 
symptoms preceded the peritoneal inflammation. 

The author gives the histories of the 9 cases. 
Clinically two types of pneumococcic peritonitis 


were noted: (1) that which was clearly secondary 
to a pneumonia or empyema, and (2) that which 
was apparently primary or idiopathic. 

The idiopathic type is discussed in some detail. 
This type was represented by 2 cases, both of which 
were fatal. A. R. HoLLenpDER. 


Foldes, D.: Inguinal Hernia. Surg., Gynec. & Obst., 
1920, XXXi, 402. 


The author has evolved a method of performing 
herniotomy in which he uses the best points of 
technique brought out by such men as Bloodgood, 
Halsted, and Berger. The steps of the operation are 
as follows: 

1. Exposure of the external ring and aponeurosis. 

2. An incision is made in the aponeurosis, begin- 
ning in the inner corner of the arc of the ring, so 
that a large lateral flap and a smaller medial flap 
are formed. 

3. The cord is lifted out of its bed, without pulling 
on its distal end, by means of a tape inserted under 
it. An incision is made over the cord parallel with 
the vessels to expose the peritoneum. The perito- 
neum is then caught and in most cases is opened, the 
contents of the sac having been reduced previously 
if possible. The sac is separated as far as the epigas- 
tric artery, resected, and ligated. 

4. If the rectus is found to form a part of the 
inguinal triangle, it is mobilized by making an inci- 


sion from 3 to 6 cm. in length in its anterior sheath. 
This relieves the tension of the suture and allows 
the: lower angle of the canal to be closed firmly. 
The Bassini sutures are first placed and then tied, 
beginning with the suture where the distance 
between the muscle and Poupart’s ligament is the 
shortest. All sutures are placed below the cord. 
The uppermost suture in the internal oblique and 
transversalis muscle to Poupart’s ligament is placed 
in such a way that when it is tied the cord is dis- 
placed higher. As a rule four single sutures are 
sufficient. 

5. The lateral flap of the aponeurosis is sutured 
to the internal oblique and the rectus muscles 
beneath the cord. Continuous catgut is used for 
this step. 

6. The cord is placed on the wall thus prepared 
and covered with the internal flap of the aponeurosis. 

7. The skin incision is sutured with silkworm 
gut and black thread. 

Whenever possible. local anestiesia induced by 
Braun’s technique for nerve blocking is employed. 
I. W. Bac#. 


GASTRO-INTESTINAL TRACT 


Bastedo, W. A.: The Determination of the Need 
of Surgery in Peptic Ulcer, with Remarks on 
Gastro-Enterostomy. Am. J. M. Sc., 1920. clx. 
491. 


Considering all the possible postoperative com- 
plications, such as hernia, rectus diastasis, gastro- 
intestinal fistula, and various abdominal adhesions, 
the operative mortality, and the number of cases 
after a period of relief showing relapse similar to 
that following medical relief, Bastedo believes that 
surgery must not be too lightly resorted to in a 
case of peptic ulcer. He does not wish to disparage 
the use of operation in the proper case, however, 
and agrees with Crohn that it would be impossible 
to treat disorders of the stomach without gastro- 
enterostomy. Its value, however, is to make an 
exit for food when the normal exit is not available. 
Bastedo holds with Torek that “‘the treatment of 
ulcer of the stomach is essentially medical and not 
surgical, and that it is only certain of its compli- 
cations or sequele that require surgical interven- 
tion. 

Bastedo is of the opinion that cases of ulcer which 
require operation are emergency cases, those in 
which surgery is imperative from the outset, and 
those in which surgery should be resorted to only 
after thorough medical treatment. 

Surgery is imperative and medical treatment is 
futile in the following conditions: (1) chronic pene- 
tration shown by radiographs; (2) palpable indura- 
tion; (3) adhesions which cause distortion of the 
stomach, interference with peristalsis, or much pain 
during the digestive period; (4) permanent hour- 
glass stenosis; (5) pyloric stenosis not syphilitic; 
(6) repeated copious hemorrhages; and (7) condi- 
tions which suggest that an ulcer is becoming car- 
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cinomatous. In duodenal ulcer carcinomatous 
change is rare. but in gastric ulcer its possibility 
must induce an earlier consideration of surgery. 

The majority of cases of peptic ulcer require sur- 
gery only after the failure of thorough and prolonged 
medical treatment. When a case is medical the 
symptoms are relieved by treatment (though the 
condition is not cured) very promptly. Therefore, 
on the one hand, the failure of medical treatment to 
relieve the symptoms suggests that the case is 
surgical, and on the other hand, when a case seems 
probably, but not definitely, surgical, a course of 
medical treatment is advisable to prove the point. 
If the patient shows a positive Wassermann reac- 
tion or gives a history or any physical evidence 
of syphilis, antileutic treatment should be tried. 

Having been given a thorough medical trial, those 
cases should be considered surgical which continue 
to show: (1) persistent or recurrent hemorrhage, 
even though slight in amount; (2) pain; (3) nausea; 
(4) pylorospasm of such persistence as to simulate 
pyloric stenosis; (5) discomfort following the inges- 
tion of the ordinary wholesome foods; (6) discom- 
fort following the ingestion of a sufficient amount of 
food to maintain nutrition during normal activity; 
(7) recurrence after an apparent cure. 

As regards postoperative treatment the advice 
of Ginsburg, Cannon, Troell, W. J. Mayo, and 
Carter should be borne in mind. Ginsburg stated 
that “‘small quantities of food at frequent intervals 
have a better physiological effect upon the recently 
short-circuited stomach than three daily meals”’; 
Cannon, that ‘‘after gastro-enterostomy effective 
action of the anastomosis demands that there shall 
not be more than a moderate distention of the 
stomach”’; Troell, that ‘‘recurrence of symptoms 
following operation in many cases depends to a 
considerable degree on the surgeon’s neglecting to 
give dietetic and other prescriptions suitable for 
ulcer”; W. J. Mayo, that “‘following surgical inter- 
vention the patient should be under good medical 
advice until permanent cure is assured’’; and Carter, 
that “after operation every opportunity for heal- 
ing and cicatrization should be given involving, as 
this does, weeks or months, during all of which the 
diet should be bland, soft, and free from thermal, 
mechanical, or chemical irritants. ”’ 

E. C. RosirsHexk. 


Gauss, J. H. P.: The Diagnosis of Gastric Carcin- 
oma, with Special Reference to the Roent- 
genology. J.-Lancel, 1920, n. s. xl, 576. 


From 33 to 50 per cent of all carcinomata occur 
in the stomach. Of 23,598 patients admitted to the 
Mayo Clinic in a six months’ period, 169 (0.71 per 
cent) had gastric carcinoma. In other words, 1 in 
every 140 patients with various complaints had 
carcinoma of the stomach. 

No one of the clinical symptoms on which a 
diagnosis of gastric carcinoma is based is pathogno- 
monic, and each is found in association with so 
many others that it has no separate value. 
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The most suggestive symptoms are unfortunately 
indicative of a late stage of the disease. It is in such 
cases that the roentgen ray proves its importance. 
. There is no symptom which definitely demands a 
roentgenological examination. A patient of middle 
age or older should have the benefit of a roentgeno- 
logical examination if he has had a stomach com- 
plaint for several weeks which has not been amenable 
to dieting or general hygienic measures and espe- 
cially if it is associated with pain, vomiting, and 
loss of weight and strength. The examination 
should be made even if the symptoms are not 
marked and the patient is believed to be neurotic. 

Gauss briefly reviews the technique of X-ray 
examinations and takes up the roentgenological signs 
of gastric carcinoma. The primary roentgenological 
sign is a filling defect. The presence of a filling defect 
which is found to be constant in several examina- 
tions and does not change in location or outline 
after manipulation by palpation or the administra- 
tion of antispasmodics to physiological effect war- 
rants a positive diagnosis of gastric tumor, espe- 
cially if the filling defect coincides with a palpable 
mass. As 95 per cent of all gastric tumors are carcin- 
omata, such a diagnosis is practically a diagnosis 
of gastric carcinoma. 

In this study the differential roentgenological 
diagnosis of gastric carcinoma and the secondary 
roentgenological signs are considered. The presence 
of any of the secondary signs, especially decreased 
peristalsis and lessened flexibility, should rouse the 
suspicion of carcinoma, and if a filling defect is not 
apparent at first sight a search should be made for it. 

The author formulates the following conclusions: 

1. Since from 33 to 50 per cent of all cancers 
occur in the stomach and since cure depends on 
radical extirpation, an early diagnosis is essential. 

2. Early cancer may be diagnosed with greater 
certainty by the roentgen ray than by any other 
single measure or combination of measures. 

3. While roentgenological examination should be 
made by an experienced specialist, if possible, this is 
not always practicable. The novice, however, may 
attain a fair degree of success if he is conservative, 
uses common sense, and limits his positive diagnoses 
to cases in which he finds a permanent filling defect 
and there are at least suspicious clinical findings. 

4. No patient should be sent to the operating 
table with a diagnosis of gastric carcinoma who has 
not had a thorough roentgenographical and roent- 
genoscopic examination. 


Sabin, F. R.: The Healing of End-to-End Intes- 
tinal Anastomoses, with Special Reference to 
the Regeneration of Blood Vessels. Buli. Johns 
Hopkins Hosp., 1920, xxxi, 289. 

In these studies it was shown that in the end-to- 
end anastomosis of the intestines the in-folding of 
the wall does not cause blocking of the lumen, the 
in-folded parts are viable, and the mucosa con- 
tinues to function in absorption, but that the num- 
ber of cells secreting mucus is very greatly increased. 
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Ultimately this change in functional adaptation is 
brought back to the normal by the death of the 
mucus cells and the regeneration of the mucosa. 

It was shown that wherever the muscularis 
mucose was cut or ruptured without the occurrence 
of infection, the glands of the mucosa invaded the 
submucosa where they often formed cysts, but 
that these glands were subsequently restored to the 
mucosa by the regeneration of the muscularis 
mucose which made a barrier for the glands. 

The histological technique showed that the cells 
of the smooth muscle are very sensitive to injury 
and that it is hardly possible to put a clamp on 
smooth muscle without producing changes recog- 
nizable under the microscope. It seemed to the 
author a very important point that the series of 
end-to-end anastomoses caused no dilatation of the 
wall of the intestine and hence no damage to the 
musculature sufficient to make it thin out. All of 
the cases showed gaps in the musculature where the 
stitches pulled through, but though this damage 
was inevitable, the fact that the muscle was syn- 
cytial and the stitches were limited to six points 
around the lumen of the gut seemed to limit the 
amount of destruction to the musculature more than 
in the end-to-end form of the operation. 

In the regeneration of the vascular system it was 
shown that the regeneration of the vessels was 
limited to specific areas where the growth of new 
vessels was preceded by a return of the endothelium 
of the old vessels to the original angioblastic type 
which involved a very great multiplication of the 
endothelial nuclei. From these transformed vessels 
solid masses of angioblasts like those of the embryo 
grew out, acquired a lumen, as in the embryo, 
through liquefaction of the cytoplasm, and became 
new vessels, first capillaries and then arteries and 
veins. G. E. 


Pototschnig: Spastic Ileus (Ueber spastischen Ileus). 
Deutsche Ztschr. f. Chir., 1920, cliv, 303. 


Haidenhain first described spastic ileus in 1897. 
In 1902 Langemak was able to collect 12 positive 
cases. In 1915 Mathews reviewed all the case reports 
which had been published. The author discusses the 
relationship of spastic ileus to acute ileus in general 
and to ileus due to obstruction by foreign bodies. 
In the latter the foreign body is the cause both of 
obstruction and of spasm. Spasm is of importance 
also in the pathogenesis of intussusception. 

The five groups of cases distinguished by Fromme 
are not distinct but differ greatly in their etiol- 
ogy. Some of the causes mentioned by various 
authors may be responsible also for intestinal paraly- 
sis. Pototschnig suggests as an etiological factor 
the Littré hernia and embolism of a mesenteric or 
omental vein. The various etiological factors point 
to involvement of the autonomic nervous system, a 
susceptibility to spasm. 

When the spasm is situated in the jejunum the 
symptoms must be differentiated from those of 
acute dilatation of the stomach and arteriomesen- 


teric thrombosis. The condition usually persists for 
several days before it results fatally. As a rule the 
formation of a jejunal fistula or an artificial anus 
causes the disappearance of the spasm. Occasional- 
ly, however, it persists in spite of this treatment for 
weeks or months. When the cause lies in the cen- 
tral nervous system, condition runs a chronic course. 

In most cases there is tachycardia; occasionally 
bradycardia. A positive diagnosis is possible only 
at operation. The anatomical findings are intestinal 
spasm which varies in extent and location. As a 
rule it is found in the lower ileum. The large intes- 
tine is rarely involved. The spasm may appear 
simultaneously at different points or intermittently 
in one area. In the spastic area the intestine is 
firm and anemic, while in the other portions it 
is distended and relaxed. The line of demarkation 
is always distinct. The findings at autopsy are 
similar. 

The prognosis is always grave. Laparotomy is 
necessary. During this operation spontaneous relax- 
ation of the spasm will be observed. Atropine, mor- 
phine, chloral hydrate, bromides, and heat may be 
given either alone or with operative treatment. 
Surgical therapy consists in the formation of a 
jejunal fistula or an artificial anus, entero-anasto- 
mosis, or resection. The danger that spasm may 
develop in another area, however, remains. 

The author reports a case briefly as follows: 

A soldier, 22 years of age, was suddenly seized 
after a heavy meal with severe gastric and abdominal 
cramps, vomiting, and general malaise. The bowels 
were obstructed and no flatus was passed. This 
first attack was followed by some subjective im- 
provement but no bowel movement occurred in 
forty-eight hours. Subsequently there were two 
more attacks of vomiting and rapid loss of strength. 
The vomitus was green. The abdomen was dis- 
tended and the muscles were tense, especially in the 
region of the appendix. The pulse was 128 and 
small. There was no fever. Diagnosis: peritonitis 
following appendicitis. The skin and mucous mem- 
branes were pale. Facies abdominalis. The tongue 
had a dark greenish coating. The abdomen was tense 
all over and sensitive to palpation. Tympany. No 
fluid was demonstrable. No stool was passed on rec- 
tal irrigation. Second diagnosis: intestinal occlu- 
sion. The patient was prepared for operation. Gas- 
tric lavage yielded large amounts of bile-stained 
fluid containing food rests and was followed by 
decided improvement. The tympanitis disappeared 
and sensitiveness to pressure remained only near 
the fold of Douglas. An exploratory laparotomy 
was done under lumbar anesthesia. With the excep- 
tion of slight dilatation and ptosis of the stomach 
and old adhesions near the appendix no pathological 
condition was found. Appendectomy. At first 
there was improvement but on the second day the 
attack recurred and death resulted in spite of gastric 
lavage and cardiac stimulation. 

At autopsy the peritoneum was found to be 
smooth and shiny. There was no exudate. Fifty 
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centimeters below the duodenojejunal flexure was a 
high-grade stenosis which gave the intestine the 
appearance of being ligated with coarse thread. 
The same picture was observed at the sigmoid flex- 
ure. There were no adhesions or scars. The spasms 
were overcome by simple traction on the bowel. 
Besides these stenoses there was no pathology of 
the intestinal tract. 

The author is unable to account for the spastic 
ileus in this case but because of the disappearance of 
the spasm after gastric lavage and the negative 
findings at operation he is convinced that the diag- 
nosis was correct. On the basis of Aschoff’s studies 
he concludes that both of the spasms found at 
autopsy were present during life. The spasm of the 
jejunum was responsible for the clinical picture. 
KLEINSCHMIDT (Z). 


Flesch-Thebesius, M.: Ileus Due to Adhesions and 
Bands (Ueber Ileus durch Verwachsungen und 
Straenge). Deutsche Ztschr. f. Chir., 1920, clvii, 60. 


Of 368 cases of ileus operated upon at the Rehn 
clinic during the past fifteen years, 162 (44 per cent) 
were due to peritoneal adhesions and bands. Cases 
in which the condition followed an operation were 
twice as numerous as those in which it was not the 
result of an operation. The greater frequency of 
ileus following operation during the last two years 
of the war has been attributed to a decrease in 
mesenteric fat and the war diet which produced 
gaseous distention but the author ascribes it to dis- 
infection of the skin with tincture of iodine which, 
entering the abdomen, may be the cause of exuda- 
tion processes in the intestinal serosa, the intro- 
duction of ether into the abdominal cavity, tampon- 
ade, and extravasation of blood which favors the 
formation of adhesions. Such adhesions disappear 
spontaneously in the great majority of cases but 
occasionally produce kinking of the intestines neces- 
sitating operative interference. Therefore every 
factor favoring the formation of adhesions is to be 
avoided. In every laparotomy there should be per- 
fect asepsis and hemostasis and care should be 
taken to prevent contact between irritating chemical 
agents and the intestinal serosa. 

The author does not favor the use of substances 
such as sterile oil, fluid lard, and ether to prevent 
the formation of adhesions, but recommends the 
stimulation of peristalsis by injections of physostig- 
min and enemas and the application of heat. In the 
Rehn clinic this treatment has reduced the number 
of cases of postoperative ileus to a low figure (22 
cases in about 1,800 cases in four years). 

In the 113 cases of postoperative ileus operated 
on in the past fifteen years the first operation was 
performed for appendicitis in 69. Ileus usually 
occurs within four weeks after the primary opera- 
tion but in some cases may not develop until as 
late as ten years later. As a rule occlusion of the 
intestine results from the formation of broad adhe- 
sions between the loops of bowel or to the parietal 
peritoneum. In some cases there may be adhesion 
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to a drain and therefore drains should always be 
removed as soon as possible. 

In discussing the other 44 cases of postoperative 
ileus the author makes similar recommendations. 
In this connection it should be borne in mind that 
adhesions may form even after an aseptic operation 
with primary union. 

As a result of treatment in the 113 cases reviewed 
a cure was obtained in 83 cases (73 per cent). In 
the 49 cases in which the condition did not follow 
an operation the results were not as favorable, a 
cure being obtained in only 28 (57 per cent). The 
reason for this difference is not apparent. Fre- 
quently a cause for the adhesions cannot be found 
at operation; the most common etiological factors 
are parametritic processes and abdominal tubercu- 
losis. KNOoKE (Z). 


Cole, L. G., and Roberts, D.: Diverticula of the 
Duodenum; Their Clinical and Roentgeno- 
logical Recognition. Surg., Gynec. & Obst., 1920, 
xxxi, 376. 


The frequency of diverticulosis of the alimentary 
tract has escaped attention until recent years. The 
condition has been ascribed to various causes such 
as a congenital attempt to form a supernumerary 
pancreas, a local defect in the musculature, pouch- 
ing due to age, atony, and intraduodenal pressure, 
an essential weakness of the fold of Vater, external 
traction due to disease of the gall-bladder or pan- 
creas, pressure from partial obstruction below, and 
duodenal ulcer. 

Duodenal diverticula are usually single and vary 
in size from 1 to 4 cm. in their greatest diameter. 
In those which are small the diameter of the open- 
ing may be as great as that of the rest of the pouch, 
but in large diverticula it may be much narrower. 
The mucosa and submucosa are normally present, 
but the musculature is usually absent, except for a 
few scattered fibers. The glands of Lieberkuhn are 
present, but the glands of Brunner are absent. 
Bits of pancreatic tissue are frequently found. 
There are two definite anatomical groups. In the 
first. the ostium lies close to the papilla of Vater and 
the pouch lies within the loop of the duodenum in 
close proximity to the head of the pancreas. The 
second group comprises those which lie at a distance 
from the papilla of Vater. 

The symptoms are rather varied, ranging from 
fatal intestinal obstruction to persistent digestive 
complaints, regurgitation of food, and clinical evi- 
dence of chronic pancreatitis. In the examination a 
localized accumulation of opaque meal varying in 
size from that of a grape seed to that of a hen’s egg is 
found adjacent to the duodenum. This condition 
must be differentiated from others in which similar 
findings are noted before the administration of an 
opaque meal, viz., renal calculi, gall-stones, calcified 
Gleason’s capsule, fecaliths, and pancreatic cal- 
culi, and those in which they are noted after an 
opaque meal, viz., cases of deformity of the cap 
due to induration or cicatricial contraction due to 
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an ulcer, perforating ulcer with the formation of a 
small accessory pocket, perforation of a duodenal 
ulcer into the bladder, isolated collections of barium 
in the haustra of the colon several days after a meal 
has been given, and isolated collections of opaque 
meal retained in a crater of an ulcer on the posterior 
wall of the stomach or near the greater curvature. 
R. R. Muste 


Spriggs, E. I.: Duodenal Diverticula. Brit. J. Surg., 
1920, viii, 18. 

Duodenal diverticula have been found ten times 
in the last 1,000 consecutive X-ray examinations of 
the alimentary tract made at Duff House. Although 
this condition is uncommon, it should be recognized 
as it may give rise to symptoms or the shadcw may 
be confusing. 

Duodenal pouches may be congenital or caused by 
ulceration or other pathologic conditions of the wall 
of the bowel and possibly by extrusion of the weak 
parts. These pouches are single or multiple, al- 
though generally they do not exceed two in number. 
They vary in size from that of a linseed to that of a 
hen’s egg. Their mouths are usually wide enough to 
admit a finger tip and for this reason they drain 
easily and are usually harmless. 

The author gives a brief description of the ten 
cases observed. The diverticulum was situated in 
the second or third parts of the duodenum in five 
cases each. In 9 cases the symptoms were not con- 
nected with the diverticulum. Mere R. Hoon. 


George, A. W., and Leonard, R. D.: The Value of 
the Roentgen Ray in the Study of Diverticulitis 
of the Colon. Am. J. M.Sc., 1920, n. s. vii, 421, 
595- 

The term ‘multiple diverticulitis” is used to 
designate the presence of one or more sacculations 
projecting from the exterior of the gut and the asso- 
ciated secondary inflammatory changes. This condi- 
tion is generally recognized as a distinct clinical 
entity. The authors give a brief résumé of the litera- 
ture bearing on its clinical, pathologic, and roent- 
genologic aspects. The diverticula may be either 
congenital or acquired. The former type is not con- 
sidered in this article. Acquired diverticula may be 
complete or “true” or incomplete or “‘false.”” They 
are found most commonly in the descending colon 
and sigmoid, but roentgenological examinations 
indicate that they occur in the ascending and trans- 
verse colons more frequently than has been gener- 
ally believed. Their number is variable, the aver- 
age being between 10 and 20. They vary also in 
size but those found at autopsy or operation are 
usually the size of a pea. Asa rule they are round or 
ovoid. Some of them are distinctly pedunculated. 
The usual content is fecal matter. This may be so 
inspissated as to form fecaliths. Occasionally they 
have been found to contain foreign bodies. 

Diverticula are not necessarily the cause of symp- 
toms. Complaint is made only when secondary 
pathologic changes occur. These changes may be 
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in the nature of: (1) general peritonitis from infec- 
tion extending through the thinned-out wall; 
(2) acute gangrenous inflammation due to strangu- 
lation of a pedunculated diverticulum; (3) chronic 
proliferative extramucosal inflammation; (4) adhe- 
sions; (5) perforations of an acute or chronic type; 
(6) chronic inflammation of the mesentery; and 
(7) the development of cancer. 

As a rule the condition is noted in persons past 
middle life. Males are twice as susceptible as 
females. Obesity seems to be a predisposing factor. 
The arrangement of the muscle fibers, the points of 
entry of blood vessels, increased pressure from the 
contained gas and fecal matter may all have some 
relationship to their development. In certain cases 
there may be a congenital predisposition to them. 

Multiple diverticulitis presents a fairly definite 
clinical picture. In a large percentage of cases there 
are attacks of pain of variable severity. In about 
25 per cent a history of chronic constipation is 
given and in about 30 per cent of the cases with 
symptoms a palpable tumor is found in the left 
side. Secondary complications show their usual 
clinical signs. In the differential diagnosis carci- 
noma of the colon is the important condition to be 
ruled out. Absence of cachexia and non-passage of 
macroscopic blood are importantdistinguishing signs. 

Colon diverticula are found by the roentgenologist 
in the course of routine examinations of the intes- 
tines. It is important to make a preliminary roent- 
genographic and roentgenoscopic examination of 
the abdomen as in this way the presence of fecaliths 
in the diverticula may be shown and other shadows 
which might lead to confusion after the barium meal 
has been given may be recognized. The ordinary 
buttermilk-barium opaque meal is used. The best 
filling of the colon is shown usually at the end of 
twenty-four hours and it is at this time also that 
the diverticula are first visualized. Some of the 
latter may be seen only by displacing part of the 
gut by palpation. Plates made from thirty-six to 
forty-eight hours after the meal show the diverticula 
to the best advantage as the adjacent bowel is 
empty at that time. In some cases the barium meal 
may be retained in the pockets for weeks. The 
examination with the barium meal should always 
be followed with the barium enema. In this way 
some of the secondary changes, such as chronic 
thickening of the intestinal wall with narrowing or 
beginning obstruction, abscess cavities, chronic 
perforations, and fistula may be brought out. 

On the basis of their radiographic appearance 
cases of multiple diverticula may be grouped roughly 
into three general classes: 

1. Cases of simple diverticula formation. 
Round discrete sacculations of variable size and 
number in close proximity to the intestinal wall 
but distinctly outside the lumen of the intestine 
are present. These may not produce symptoms. 
They are to be differentiated from isolated masses 
of barium in the colon. The latter are distinguished 
by their inconstancy. 


107 


2. Cases showing beginning secondary changes 
of an inflammatory nature. The diverticula in this 
group are usually localized along the lower descend- 
ing colon and sigmoid for a distance of 2 or 3 in. 
Associated with them is a beginning narrowing of 
the lumen of the intestine. There may be fixation 
from adhesions and demonstrable rigidity of the 
intestinal wall. Invariably there are more or less 
definite symptoms. A common symptom is local- 
ized tenderness. 

3. Cases showing advanced secondary inflamma- 
tory changes such as pericolitis, tumor, and 
obstruction. The characteristic findings in this 
group are chronic obstruction and the symptoms 
produced by it. Stasis proximal to the obstruction 
possibly associated with dilatation is the roentgen 
finding presented. The colon has a peculiar serrated 
appearance for several inches and shows narrowing 
of the lumen. This is best revealed by the opaque 
enema; it remains constant and palpation under the 
fluorescent screen usually demonstrates that the 
intestine is more or less like a rigid tube. The 
authors regard this finding as almost pathognomonic 
of chronic diverticulitis even though the diverticula 
are not visualized. Other complications, such as 
adhesions to adjacent viscera and chronic perfora- 
tion with abscess cavity formation or fistulous 
tracts, may also be demonstrated by the roentgen 
examination. In the cases belonging to this group 
there are usually definite symptoms and at times 
these may be severe. Some of the attacks may 
simulate appendicitis on the left side. The roent- 
gen examination aids greatly in clearing up the 
diagnosis. 

It is important to differentiate cases in Groups 2 
and 3 from cases of carcinoma of the colon. This is 
not always possible with the roentgen ray alone. 
As a rule carcinoma is a circumscribed growth which 
is intra-intestinai, shows abrupt transition from the 
normal portion to the diseased portion of the bowel, 
and is rapidly progressive. Diverticulitis usually 
progresses slowly, is less definitely localized, extends 
outside of the intestinal wall, shows a less abrupt 
transition from the normal to the diseased portion 
of the bowel, and causes less severe obstruction. 

In conclusion the authors state that, in general, 
it must be borne in mind that the diagnosis of 
multiple diverticulitis is not to be based on the 
roentgen-ray findings alone, even though in some 
cases this may seem possible. The roentgen-ray 
evidence should be considered in conjunction with 
the history, the physical examination, and 
laboratory findings. This is of particular importance 
in the differentiation of multiple diverticulitis from | 
cancer. 

The article is supplemented with an extensive 
bibliography. Hartunc. 


Bennett, R. A.: The X-Rays and the Appendix. 
Brit. M. J., 1920, ii, 316. 


A note of warning is sounded to those who draw 
conclusions as to lesions in the alimentary canal 
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examined under abnormal circumstances and react- 
ing to abnormal stimuli. Bennett urges con- 
sideration of the effect of a large mass of barium in 
any portion of the alimentary canal and the violence 
to which the ileocecal region is frequently subjected 
by massage, etc. The barium salt should be given 
with the patient’s usual breakfast rather than in 
special media and purgation should not be done 
within twenty-four hours of the examination as it is 
best to observe the alimentary canal under con- 
ditions as normal as possible. 

Fluoroscopic examinations are of prime impor- 
tance, skiagrams being of comparatively little value. 
As refuting the claims of certain authors that in 75 
per cent of cases it is possible to demonstrate the 
appendix by the opaque meal, Bennett gives the 
following table which is based on 50 cases sub- 
sequently operated upon: 

Appendix invisible. 28 


Appendix diseased. 15 
Appendix normal.. 13 


Appendix visible... 22 
Appendix diseased. 20 
Appendix normal.. 2 


In 15 consecutive postmortem examinations 
preparations were made of the bowel in the cecal 
region and barium was poured into the cut end of the 
ileum. In 4 diseased specimens the barium over- 
flowed into the appendix; of the remaining 11 
specimens, which were apparently normal, there was 
no overflow in 7 and the other 4 filled as readily as 
the diseased specimens. The visibility of the appen- 
dix is, therefore, not of great moment. 

Of chief importance in the author’s opinion is the 
mechanical effect of a diseased appendix, namely 
interference with the function of the ileocecal valve 
and the ileocolic muscle. As these structures have 
two antagonistic nerve supplies, the sympathetic and 
the parasympathetic, they are normally in a state of 
delicate adjustment which is easily upset by any 
pathologic change. Thus, overaction of the para- 
sympathetic system inhibits the function of the 
sphincter and permits regurgitation from the 
cecum; conversely, overaction of the sympathetics 
leads to spasm causing retention of intestinal con- 
tents in the ileum. R. M. NicHots. 
Clemons, E. J.: Haemorrhoidectomy. N. York 

M. J., 1920, cxii, 613. 

Clemons instructs his patients to take no laxa- 
tive previous to operation, to eat as usual, to take a 
tub bath the night before, and to have dry toast 
and black coffee for the previous meal. Just before 
the operation a 2-qt. enema of cold water should 
be given, the patient being placed on the left side 
with the knees flexed on the abdomen and separated 
by two pillows. 

Instructions regarding the technique of the opera- 
tion are given as follows: 

Stage 1. Touch with phenol a point upon the 
skin 1% in. to the left of the anus, and inject the 
area through this point with one-eighth of a 1 per 
cent solution of quinine urea hydrochloride. Then 
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pass a double ligature of No. 2 ten-day chromic cat- 
gut through the deep fascia, beginning at the 
juncture of the hemorrhoid and the raphe below 
the anorectal line and coming out at the juncture 
of the raphe above the hemorrhoid at the level of 
the anorectal line. 

Stage 2. Place a forceps on each end of these 
ligatures. Grasp the skin with a volsellum at the 
level of the anorectal line, one blade at each exit 
of the ligature. Cut the skin up to the ligatures. 

Stage 3. Grasp the hemorrhoid with sponge 
holders and make traction slowly and steadily out- 
ward and downward until normal mucosa is exposed. 
Tie each ligature separately around the base of the 
hemorrhoid. Make the first knot slowly to produce 
pressure anesthesia. 

Stage 4. Cut away the hemorrhoid just external 
to the ligatures, leaving its stump free. Remove the 
volsellum. If there is spurting from the inferior 
hemorrhoidal artery, clamp and ligate it. Do not 
interfere with postoperative oozing. 

This procedure is repeated for each hemorrhoid 
except when there are hemorrhoids of the first and 
second degrees. In the latter case the two right 
hemorrhoidal areas should be removed at one time, 
twice the amount of tissue being excised on the 
right as on the left side. C. R. STEINKE. 


LIVER, GALL-BLADDER, PANCREAS, 
AND SPLEEN 


Reinhold, C. H.: The Modern Surgical Treatment 
of Tropical Abscess of the Liver. Guy’s Iosp. 
Gaz., Lond., 1920, xxxiv, 356. 


Tropical abscess of the liver has been dissemi- 
nated by the Eastern troops in the great war so that 
there is now a possibility that it will be observed 
more generally. The author describes the etiology, 
symptoms, and morbid anatomy of the condition at 
some length. 

The proportion of single abscess to multiple 
abscesses is about 3:2. As a rule the pus is sterile. 
The onset is insidious. Subsequently there is even- 
ing fever preceded by shivering and followed by the 
most profuse drenching sweats and a dull boring 
pain. The liver is enlarged mainly upward, giving a 
dome-shaped dullness at the base of the right lung. 
The X-ray may reveal this tendency early, and later 
may show increased areas of density indicating the 
points of abscess formation. The situation of the 
abscess may be indicated also by an area of acute 
tenderness and a patch of cedema. 

Polymorphonuclear leucocytosis differentiates the 
condition from malaria and the anemias. Malaria 
is the infection most often confused with tropical 
abscess of the liver but may be excluded by intensive 
quinine treatment. This method should not be 
necessary, however, as malaria has a characteristic 
blood picture and is associated with enlargement of 
the spleen and an earlier afternoon rise in tem- 
perature. 


The treatment of tropical abscess of the liver is 
becoming more medical and less surgical. Emetine 
has a specific action on the entameeba histolytica 
and controls the dysentery efficiently, thus reducing 
the abscess sequel. Vigorous treatment with hypo- 
dermic injections of 1 or 2 gr. daily has caused 
absorption in the early stages of abscess and 
averted the necessity for operative treatment. In 
other cases it has made it possible to limit surgical 
treatment to simple aspiration. 

The surgeon must discover the situation of the 
pus. In the absence of localizing symptoms an 
exploratory puncture should be made backward 
and slightly upward in the eighth interspace in the 
anterior axillary line. This should be done on the 
operating table with everything in readiness to pro- 
ceed if pus is found. A needle of large caliber not 
less than 4 in. long should be used with a clear glass 
syringe and should be pushed in deep. If no pus is 
found the needle should be withdrawn slowly as the 
abscess may have been transfixed. At least six trials 
in different directions should be made as sometimes 
patients are benefited by the puncture even when 
pus is not found. 

When pus is present the treatment of choice is 
aspiration with the aspirator and vacuum bottles 
as in pleuritic effusions, combined with vigorous 
emetine treatment, three or four daily doses of 1% gr. 
When the abscess cavity is large, emetine hydro- 
chloride may be injected (1 gr. to the ounce). After 
the needle is withdrawn the puncture is sealed with 
collodion. 

As the pus is usually sterile, the risk of pleural 
or peritoneal infection is not great. If the abscess 
refills, re-aspiration should be done rather than 
open operation. 

If the pus is foul and infected, open operation 
and drainage are indicated. The needle is left in 
place as a guide, and sinus forceps are passed 
through the skin incision which is parallel to the 
nbs. The cavity in the liver is gently enlarged with 
the forceps followed by the finger, and a flat metal 
drainage tube is inserted. If a tube of this kind is 
not available, it will usually be necessary to resect a 
portion of tke rib to prevent compression of the 
rubber drainage tube which must be used instead. 
Emetine should be employed as in other cases. 

If the fever and symptoms continue, further search 
is necessary, possibly with abdominal section for 
palpation of the liver. Aspiration should again be 
given a trial, though generally open drainage is 
necessary. 

If pus is not found in the right lobe, the left or 
the lobus Spigelii should be explored, such explora- 
tion usually necessitates abdominal incision. In 
cases of this type the prognosis is not so good. 

In the more severe cases with rapid destruction 
of the liver and peritonitis, the latter must be 
treated on general lines. The prognosis is grave. 
In other cases with slow progress the pus has been 
known to track up under the trapezius muscle or 
into the gluteal region. M. H. Hopart. 
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Macleod, N.: Third Note on the Radiography of 
the Gall-Bladder. Arch. Radiol. & Electrotherapy, 
1920, XXV, I4I. 

This note is for the most part a sequel to David- 
son’s contribution to the stereoscopic aspect of 
radiography, the importance of which in differenti- 
ating gall-stones from renal and other stones is not 
yet recognized as it should be. Of 41 cases in which 
the gall-bladder was examined at the Shanghai 
General Hospital between June 5, 10918, and 
March 27, 1920, biliary colic was absent in the 
majority, a liver abscess was suspected in 1, and 
positive radiographic findings were present in 3. 
Thirteen may be dismissed without detailed refer- 
ence as neither operated on nor calling for further 
mention except that biliary colic was present in 
only 2; in 7 the picture was so complicated w'th 
intestinal gas in the gall-bladder region that it was 
impossible to complete the examination; and in 1 
a large liver and fluid in the peritoneum made it 
impossible to obtain a satisfactory plate. In 8 sus- 
picious shadows were noted in the region of the 
twelfth rib. In 6 of these it was evident from their 
great depth that they were not due to gall-bladder 
abnormality. Five patients who were requested to 
return for further examination did not do so. 

The author gives the detailed histories of 10 cases 
which are of interest chiefly from the point of view 
of the differential diagnosis and their bearing on 
single-plate roentgenograms. Of 118 cases sub- 
mitted for examination of the gall-bladder region, 
positive radiographic results were obtained in 63 
(and confirmed in 1 case by the passage of a calcu- 
lus in the stool), an operation was performed on 27 
and confirmed the radiographic findings in 24; 
stones were found in 2 in which the radiographic 
result was negative; and in 1 a shadow thought to be 
due to a gall-stone of low density was found to cor- 
respond in position to a local thickening of the 
excised gall-bladder wall. 

Assuming that only the results confirmed by op- 
eration can be relied on, it is evident from their 
numbers that they justify the demand for a ra- 
diographic examination of the gall-bladder region 
whenever possible. 

The procedure is as follows: 

The patient is thoroughly purged and an examina- 
tion made when the stomach is empty. Most of the 
plates are made with the plate behind the patient 
and firm compression in front. The more recent 
cases were all examined stereoscopically. With time 
exposures, the author has found that there is pene- 
tration with a spark gap of 4% in. When the nega- 
tive showed the muscles, transverse processes, 
twelfth rib, and kidney shadow in part or whole in 
fair detail, a liver shadow not too dense, the spinal 
shadow not too far to the left of the center of the 
plate, and the absence of a suspicious shadow in 
the gall-bladder area, no further examination was 
made unless the patient had given a typical history 
of biliary colic or involvement of the stomach, duo- 
denum, or colon. In such cases when the opaque 
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meal was used. Air or gas in the colon was found 
to be more of an obstacle than aid in the diagnosis 
of gall-stones. ApotpH HARTUNG. 


Lyon, B. B. V.: Can the Gall-Bladder, Biliary 
Ducts, and Liver Be Medically Drained? Am. 
1940, CX, 515. 


In this article, the fifth of a series of papers on the 
gall-bladder, Lyon presents a further consideration 
of certain aspects of diagnosis and treatment of 
cholecystitis and choledochitis by a method of 
physiological drainage. 

The stimulus for the work was derived from that 
of Meltzer who, in experimental observations on 
dogs published in 1917, found that by directly 
douching the duodenum with a solution of magne- 
sium sulphate he could cause “‘a completely local 
relaxation of the intestinal wall’ and suggested 
using the method in jaundice and biliary colic by 
means of the duodenal tube. The mechanism is ex- 
plained by Meltzer’s of contrary innervation. ”’ 

From a study of 309 cases, with a total number 
of 2,240 biliary drainings by this method, Lyon 
has become more and more convinced of the prac- 
tical ease with which both the normal and the 
pathologic biliary apparatus can be drained of its 
contents except in the small group of disease states 
in which it is manifestly impossible to empty the 
gall-bladder. He believes further that it is possible 
to segregate for study the bile obtained from the 
duodenum, the bile ducts, the gall-bladder, and the 
liver to the extent that one may infer that the 
larger amounts of the various types of bile recovered 
from a biliary tap are derived from one of the sources 
mentioned. From cytological, cultural, and chemical 
studies of these various portions of segregated bile, 
he is of the opinion that it is possible to make cer- 
tain inferential diagnostic deductions as to the 
condition of health, physiological or otherwise, or the 
condition of disease. 

When a duodenal tube is passed through the 
pylorus of the stomach during its interdigestion or 
fasting period, it should find in states of health the 
sphincter of the bile duct closed and the duodenum 
free of bile. Within a few minutes after irrigation of 
the duodenal mucosa with a solution of magnesium 
sulphate of various strengths, however, it will be 
possible to recover bile either by gravity drainage 
or by gentle vacuum suction, a fact indicating that 
the tone of the sphincter of the common duct has 
been inhibited, its walls are relaxed, and bile has 
been forced into the duodenum. To relax the com- 
mon duct Lyon has used in most cases a solution 
of magnesium sulphate varying in strength from 12.5 
to 50 per cent of a saturated solution in amounts 
between 50 and roo mils. The stronger solutions 
of 25 to 37.5 per cent have given an optimum 
amount of sphincter relaxation which lasts for a 
period of one or two hours. Through the glass 
window cannula placed about 8 in. from the proxi- 
mal end of the tube the changes in color and vis- 
cosity and the gross abnormal elements in the bile 
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being recovered may be observed. For differential 
study the various specimens may be received in 
separate receptacles or vacuum bottles. 

The first bile recovered, apparently that lying in 
the ducts, especially in the common duct which is 
the first source of supply, is usually diluted with a 
few milliliters of the magnesium sulphate solution, 
but its color gradually deepens until it becomes 
apparently a pure bile of a light golden-yellow color 
and of medium viscidity like that of syrup. Coming 
from healthy bile ducts it is perfectly transparent 
unless there is an admixture of acid chyme. After 
about 10 to 30 mils of this, the bile suddenly deepens 
to a considerably darker golden-yellow and becomes 
noticeably more viscid, usually draining steadily, 
though sometimes with slight intermittency, for 
30 to 166 mils. A sudden transition in color and 
viscosity is then noted again, this change being to a 
light, transparent lemon-yellow, distinctly more 
limpid and thin than either of the other types and 
flowing with greater intermittency (a few milliliters 
to several ounces) as long as the relaxation of the 
common-duct sphincter is maintained. In the 
author’s opinion the darker colored bile comes from 
the gall-bladder wholly or in part, but is probably 
mixed with a few milliliters of bile still delivered 
from the ducts or freshly secreted from the liver. 

The results of this method of treating simple 
catarrhal jaundice (duration reduced by 52 per cent in 
one group as compared with a second group of cases 
treated in the usual manner) have already been 
reported. The author has found the method of 
value in typhoid cases and ‘“‘carriers,”’ and in con- 
nection with the dietetic management of subacute 
and chronic infections which tend to create a state 
of gastric subacidity. In non-obstructive duodenal 
ulcer cases in which duodenal feedings are being 
given he drains the gall-bladder once a week. 

The method described furnishes a means of investi- 
gating physiological alterations of function in the 
gall-bladder, liver, and ducts and adds greatly to 
our medical armamentarium, particularly in the 
treatment of the recognizable early states of biliary 
stasis. It cannot and need not supersede surgery. 
The method is presented: (1) as a means of diag- 
nosing biliary diseases to supplement the usual 
clinical methods and the information furnished in 
many cases by the roentgenologist; (2) as an alterna- 
tive method of treating many types of gall-bladder 
and duct disease in which there is a question as to 
whether surgery is or is not emphatically indicated; 
and (3) as a supplementary method of postopera- 
tively continuing the surgical principles of drainage 
in cases incompletely cured by surgical measures 
alone. W. H. 


Steindl, H., and Mandl, F.: Pancreatic Cysts 
(Ueber Pankreascysten). Deutsche Ztschr. f. Chir., 
1920, clvi, 285. 

To the 260 cases of pancreatic cysts collected from 

the literature in 1912 by Gulewe the authors add 7 

new cases from the Hohenegg clinic. 
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The condition affects both sexes about equally. 
The average age of incidence is between the thirtieth 
and fiftieth years. While other investigators believe 
that in the majority of cases the etiological factor is 
trauma, in the cases studied by the authors an in- 
jury was mentioned in the history in only one in- 
stance and in the others the condition had its origin 
in some acute or chronic pancreatic disease such as 
congenital lues, alcoholism, and infections. The 
presence of pancreatic cysts is characterized by pain 
in the upper abdomen caused by pressure on the 
coeliac plexus, vomiting, and a palpable tumor in 
the region of the pancreas. As a means of confirm- 
ing the diagnosis exploratory puncture is to be con- 
demned. Instead, the gastro-intestinal tract should 
be distended with air. The X-ray examination is of 
only secondary importance. Glycosuria and fatty 
stools are never observed. A positive diagnosis is 
possible in only about 50 per cent of the cases. In 
the differential diagnosis ovarian cyst, echinococcus 
cyst, and aneurism must be considered. 

Operation alone offers a chance of cure. Suturing 
the cyst to the abdominal wall and drainage is 
preferable to total extirpation with its high mortal- 
ity. The persistence of fistula drainage is a very 
unpleasant complication but by diminishing the 
carbohydrate intake the pancreatic secretion and the 
irritation of the fistula may be decreased, especially 
if this antidiabetic diet is supplemented by the 
administration of sodium bicarbonate. A favorable 
effect has been observed also when, in addition, 
erepton is given both by mouth and by rectum. The 
long persistence of the fistula influences the patient’s 
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condition and nutrition unfavorably and to a cer- 
tain extent accounts for the relatively high mortality | 
some time after the operation. In the authors’ 
opinion the reason for this lies in the fact that at 
operation only the cysts are removed and the under- 
lying condition causing them—pancreatitis—is not 
remedied. KNOKE (Z). 


MISCELLANEOUS 


LeWald, L. T.: An Experimental Study of the 
Duration of Artificial Pneumoperitoneum. 
Am. J. Roentgenol., 1920, n. s. vii, 502. 


With regard to the induction of pneumoperito- 
neum for diagnostic purposes the author conducted 
experiments on dogs to determine the minimum 
amount of gas necessary, the kind of gas, the time 
the gas remains in the peritoneal cavity, and the 
most suitable position in which to place the subject 
to determine the nature of a particular lesion. These 
experiments led to the following conclusions: 

1. The presence of gas in the peritoneal cavity 
after the injection of oxygen can be demonstrated 
as late as eight days after the original injection. 

2. A very moderate amount of gas is sufficient 
for diagnostic purposes. A proportion of about 
2 c. cm. of gas to 100 gm. of body weight appears to 
answer the requirements. 

3. The withdrawal of the gas appears advisable 
unless a rapidly absorbed gas, such as carbon 
dioxide, is used. 

4. The use of a gas more readily absorbed than 
oxygen appears desirable. ApotpH Hartunc. 


SURGERY OF THE EXTREMITIES 


DISEASES OF THE BONES, JOINTS, MUSCLES, 
TENDONS, ETC. 


Bassler, A.: The Colon in Connection with Chronic 
Arthritis (Arthritis Deformans). Am. J. M. Sc., 
1920, clx, 351. 

In cases of arthritis deformans focal infections 
are commonly present whose surgical correction 
does not benefit the chronic condition but may cause 
decided improvement if the condition is recent. 

In all of the author’s cases the most common 
source of infection was the colon. In the order of 
their frequency, the organisms found were the 
bacillus aerogenes capsulatus, single gram-positive 
cocci and diplococci, the bacillus putrificus, patho- 
genic types of the bacillus coli communis, staphylo- 
cocci, and streptococci. 

That arthritis deformans is not the result of con- 
stitutional errors is shown by the blood chemistry 
findings. The etiological factor is probably a focal 
infection in the intestinal canal. 

A manifest focus of infection should be treated 
surgically and if no benefit is then noticed, the stools 
and urine should be examined to determine the 
presence of a colonic disorder. 


Dieting according to the type of bacterial infec- 
tion in the intestine and bacterial treatment are of 
great value; constipation and debility should be 
treated by diet rather than by drugs. While a true 
cure cannot be obtained, the condition may be 
greatly improved. SAMUEL Kaun. 


Cotton, F. J.:_ TheSurgical Aspects of the Charcot 
Joint and Other Syphilitic Bone and Joint 
Lesions. Ann. Surg., 1920, lxxii, 488. 


This paper is based on cases of Charcot joints 
which showed definite repair processes following 
treatment with salvarsan. An astonishing propor- 
tion of Charcot joints are associated with tabes. 
When the motor function has not been impaired, 
the latter condition may not be diagnosed and the 
problem seems to be only that of the joint. The cases 
reported may be described briefly as follows: 

CasE 1. A man who had “dislocated” a hip 
while bowling. Supposedly this “dislocation” had 
been reduced. Examination showed a suggestion of 
Argyl-Robertson pupil, slight limitation of move- 
ment, and the absence of pain and knee jerks. A 
history of infection twenty years before and of 
severe ‘‘neuralgia”’ beginning two years previously 
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was given. The patient was active and apparently 
healthy. The treatment consisted of rest in bed, 
fixation in abduction for three weeks, followed later 
by the use of a leather pelvic belt and crutches, and 
the administration of salvarsan. The destruction 
kept up for several weeks but finally ceased and the 
joint became firmer. The patient discarded the 
belt after four months. Today, after five years, he 
is as active as ever, though he still has a slight limp. 

Case 2. A widow, aged 52. This patient was 
referred for treatment of an eight-week-old fracture. 
The X-ray showed a Charcot-joint wrist. An opera- 
tion was performed following treatment with sal- 
varsan. The wound healed by primary intention. 
Following the operation a brace was applied. After 
three years the wrist was useful though a little weak. 

CasE 3. The patient was a fireman who gave a 
history of infection about twenty years previously 
and had a Charcot-joint ankle. A mid-thigh ampu- 
tation was done because of infection, but subse- 
quently the great toe of the other foot became in- 
volved. After a course of salvarsan the X-ray 
shows definite repair. The foot is now protected by 
a strong boot and the patient is active. 

CasE 4. Man, 40 years of age. A disturbance of 
function in the knee following lifting had been diag- 
nosed as due to hypertrophic arthritis. The knee 
grew steadily worse though there was no great pain. 
After two months it was obvious that the condition 
was a Charcot joint. Knee jerk was absent and the 
pupils were characteristic, but there was no ataxia. 
The joint had considerable lateral motion. Sal- 


varsan was given and the knee placed in a Thomas 
splint. 


At present the lateral motion is greatly 
reduced, destruction has been checked, and there 
is an increase in the density of the bone. 

CasE 5. The patient was suffering from advanced 
tabes. The joints involved were the shoulder and 
those of the thumb. Treatment by fixation and 
salvarsan resulted in a reduction in the amount of 
shoulder motion and an increase in usefulness of 
the joints. 

CasE 6. This was an early case of tabes with 
spontaneous fracture of the femur followed by 
prompt union and extensive callus formation. Fixa- 
tion and salvarsan checked the progress of the 
condition. 

Case 7. The patient had had a Pott’s fracture 
five months before. The limb was clumsy because 
of deformity but there was little pain. The Wasser- 
mann test was positive. A short course of salvarsan 
and fixation with a brace led to improvement. 

CaseE 8. In this case tabes was doubtful. The 
Wassermann test was weakly positive. The ankle 
was involved but there was very little pain on walk- 
ing. This seemed to be a borderline case classed 
with Charcot joint clinically, but greatly resembling 
a non-tabetic specific bone lesion. 

CasEs 9 and 10. Treatment in these cases, which 
were non-tabetic, resulted in retrogression of the 
symptoms and of the process in the soft parts but 
not in the bone growth. 


INTERNATIONAL ABSTRACT OF SURGERY 


The lack of retrogression of the bone growth 
following treatment in the joint cases under discus- 
sion has led to the belief that syphilitic bone 
changes in the shaft are unaffected by treatment. 
The cases reported demonstrate, however, that 
proper treatment not only sets a limit to bone 
changes but leads to bone repair, the symptoms 
which persist being only those due to mechanical 
damage done before treatment was begun. 

R. V. Funston. 


Henderson, M. S.: Tuberculosis of the Knee Joint 
in Children. Minnesota Med., 1920, iii, 463. 


Tuberculosis affects the vertebral column most 
frequently, the hip second, and the knee joint third. 
Tuberculosis of the knee joint is more common in 
children than in adults. The infection is hamato- 
genous, and may be due to either the human or the 
bovine type of tubercle bacillus. The primary focus 
is in the lymph glands, usually the cervical, bron- 
chial, or mesenteric group. Emboli may enter the 
general circulation through the thoracic duct. 
Infection may be brought about through contact 
and intimate association and through the diet, espe- 
cially milk. It was estimated by Fraser that 62 per 
cent of infections are due to the bovine type of 
bacillus and 38 per cent to the human type. 

The reason the bacilli select the bones and joints 
may be explained on anatomical grounds. Although 
the diaphyseal, metaphyseal, and epiphyseal cir- 
culations anastomose freely, the metaphyseal vessels 
are larger, the circulation slower, and the lodging 
of emboli in this area is thus favored. Hamorrhage 
due to trauma in this region also favors the growth 
of bacilli. As the metaphyseal circulation comes 
directly from the periosteal structures, synovial 
and metaphyseal tuberculosis may be associated. 
Tuberculosis of the knee joint may be produced 
experimentally by injecting tubercle bacilli into the 
blood stream or trachea and traumatizing the joint. 
Tuberculosis rarely develops in cartilage, but in 
children the infection may be primary in the synovia. 

Symptoms are usually noted following trauma 
which causes a slight displacement of the epiphysis 
leading to hemorrhage in the metaphyseal region. 
These consist of stiffness, which may be neglected 
because it wears off in the course of the day, limp, 
local heat, and pain, which may be trivial. As the 
disease progresses deformities develop; first, swelling 
due to peri-articular thickening, then flexion and 
subluxation. The biceps being fastened to the head 
of the fibula causes external rotation and knock 
knee. The X-ray is of value in the diagnosis in the 
cases of adults but not in those of children. The 
von Pirquet test is a diagnostic aid but should not 
be relied on as conclusive. Laboratory tests of joint 
effusion are also valuable. 

Tuberculosis may be simulated by syphilis, but 
the latter is usually bilateral. Still’s disease may be 
distinguished by polyarticular involvement, glandu- 
lar and splenic enlargement, and wasting. In sar- 
coma of the lower end of the femur or upper end o! 


the tibia, enlargement in one or the other of these 
bones will be noted on careful examination. X-ray 
study affords conclusive evidence as to the exact 
nature of the lesion. 

Treatment must be continued until the symptoms 
cease. General treatment including fresh air, good 
food, especially fats, and proper surroundings, is of 
great importance. Local treatment is somewhat 
more complicated. A stiff-legged brace may be 
used. Plaster-of-Paris casts are perhaps the most 
convenient appliances to obtain fixation. The 
Thomas extension knee splint is good, but may 
cause relaxation of the joint. In the convalescent 
period the walking caliper splint is of value. In the 
acute cases the joint must be put at rest by means 
of Buck’s extension with weights and pulleys. 
Aspiration and injection are indicated if the effusion 
is marked. In some cases of synovial tuberculosis 
aspiration and injection alone have effected a com- 
plete cure. Correction by force under ether is often 
the best method of obtaining the desired results 
quickly. 

For fixation it is very important to use a full- 
length cast as the short cast is mechanically incor- 
rect. The prognosis as regards complete cure is 
very good in cases treated early. In cases of long 
standing a relapse is apt to occur. Pio BLanco. 


FRACTURES AND DISLOCATIONS 


Moorhead, J. J.: The Management of Fractures of 
the Femur. Surg.,Gynec. & Obst., 1920, xxxi, 288. 


The author emphasizes the important part played 
by the Thomas splint in war fractures of the femur 
which were the most difficult of all fractures to 
handle. This splint reduced the mortality from 80 
to 20 per cent, allowed ease and comfort during 
transportation, and permitted free access to the 
wound at all times. 

Fractures of the femur have three zones of 
incidence, the articular ends and the shaft of the 
bone. 

Fractures of the first, or upper-third zone, may 
be said to consist of: (1) fractures of the head or 
neck, capital and cervical cleavage; (2) fractures 
near the trochanters, juxtatrochanteric cleavage. 
Those of the second or middle-third zone consist 
of all fractures of the shaft between Zones 1 and 3, 
while those of the third or lower zone include 
fractures above the condyles (supracondylar cleav- 
age) and fractures of the condyles (condylar 
cleavage). 

The epiphyseal groups of fractures occur in the 
upper and lower zones and correspond respective- 
ly to the cervical and supracondylar varieties. 

A fracture is a lacerated wound of bone and 
periosteum, the resulting deformity of which is due 
to a disturbance of muscular compensation. On 
the basis of their character, fractures are divided into 
two groups. Group 1 comprises those in which there 
is displacement of fragments, and Group 2, those in 
which there is little or no displacement of fragments. 
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In Group 1 we have the immediate problem of 
reduction and retention, while in Group 2 retention 
only is necessary. 

A lacerated bone heals by primary union when its 
edges are brought into coaptation, and a compound 
fracture may be converted into a simple fracture by 
mechanical sterilization such as débridement. 

Non-union usually means mal-union due to 
faulty reduction, faulty retention, or the interposi- 
tion of soft or hard parts. Syphilis is not a common 
cause but cardiovascular disease is an important 
factor. In frequency. non-union of the femur is 
fourth on the list following that of the tibia, fore- 
arm, and humerus. The introduction of non- 
absorbable material to act as an internal splint is 
occasionally necessary but this should be the last 
resort even in selected cases. 

The author effects reduction by either non- 
operative or operative methods. Non-operative or 
external reductive methods consist of: 

1. Manual reduction, which is completed in one 
stage. 

2. Traction and suspension methods in which 
straps with weights are attached to the limb so 
that alignment is attained gradually. 

3. Traction in the Thomas splint. 

4. Mechanical traction methods such as the use of 
the very efficient Hawley table. 

Operative or internal reductive methods consist 


of: 

1. Skeletal traction obtained by transfixing the 
bone (the Codivilla-Steinmann method), by tongs 
or calipers attached to the outside of the bone (the 
Ransohoff method), or by passing a metal band 
over the bone (the Finochietto method). 

2. Internal adjustment by direct exposure and 
alignment of the fragments with or without fixation 
by absorbable material such as kangaroo tendon or 
bone, or non-absorbable material such as wire, nails, 
screws, clamps, bands, or plates. 

The choice of method depends upon: (1) the 
patient’s physique; (2) the site, extent, and duration 
of the fracture; (3) the patient’s surroundings (home 
or hospital); and (4) the surgeon’s experience. 

In all cases in Group 2 Moorhead prefers the 
application of a plaster of Paris spica for a fracture 
of the neck of the femur and molded plaster of Paris 
anteroposterior splints for all others. 

In Group 1 the method of choice is immediate 
preliminary traction in a Thomas splint or with 
adhesive straps with weights until permanent reduc- 
tion can be made under anesthesia, when a split 
plaster spica should be applied. 

For the “irreducible” types of fracture skeletal 
traction by the transfixion method is preferable. 
The author prefers the Codivilla-Steinmann nail 
method. This he believes to be superior to the 
Pearson “ice tong” caliper which he claims slips 
and occasionally extrudes. The merits of the 
method are: 

1. It does not require very great skill, special 
instruments, or prolonged anaesthesia. 
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2. It may be used for home treatment and 
when specially trained attendants are not available. 

3. The nursing care is minimized because the 
patient has considerable freedom and is virtually in 
a semi-seated position. 

4. The introduction of the transfixer at a dis- 
tance from the actual site of the fracture does not 
re-traumatize an already damaged area. 

5. It is safer and more certain than open opera- 
tion. 

6. It is relatively painless. 

7. It permits inspection of the entire limb and 
joint freedom. 

8. It combines reduction and splinting and 
requires only ordinary supervision. 

The disadvantages of the Codivilla-Steinmann 
method are the danger of infection of the bone and 
damage to the popliteal vessels and joint burse. 

The Finochietto stirrup or the Chutro modifica- 
tion Moorhead does not regard as efficient as trans- 
fixion. 

The article is concluded with the comment that 
the slighting of fractures by surgeons has led the 
orthopedists, who are better fitted for the after-care 
than for the initial care of this acute variety of 
traumatic surgery, to enter the field. The article 
is well illustrated. L. D. PRINCE. 


Wehner, E.: Experiments Regarding the Healing 
of Fractures in Freely Transplanted Diaphyses 
of Bone (Versuche ueber Frakturheilung am frei 
transplantierten Diaphysenknochen). Arch. f. klin. 
Chir., 1920, cxiii, 932. 

The large number of bone injuries sustained 
during the war and the frequency of delay in callus 
formation and union led the author to determine 
experimentally the course of fracture healing when 
the conditions regarded as necessary for callus 
formation are absent. The method chosen consisted 
of the free autotransplantation of a fractured met- 
atarsal bone of the guinea pig. This bone with 
its attached periosteum was transplanted aseptic- 
ally in fourteen experiments, being placed in some 
instances beneath the skin of the back of the same 
animal, in others into the parietal peritoneum, and 
in others in the muscles of the lower part of the 
thigh. 

On histologic examination Wehner found sub- 
sequently that the endosteal cells, the medullary 
cells, and the elements of the haversian canals had 
become completely necrotic in the region of the 
fracture. Therefore these elements are unimportant 
in the formation of callus. The damage to the peri- 
osteum in the area of fracture was very severe but 
did not prevent regeneration of the osteogenetic 
periosteal tissue. While it is true that in the im- 
mediate area of trauma the regeneration was slight 
and in some cases entirely absent, it proceeded 
proximally very rapidly. The cellulofibrous layer 
of the periosteum united quickly with the vascular 
tissue on which the bone was grafted and from here 
sent out fibrous bands to the fracture ends, com- 
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pletely surrounding them. This happened in all 
cases in which no callus formation or fusion of the 
fragments took place. 

In the experiments in which the fragments were 
laid side by side the cellulofibrous layer of the peri- 
osteum formed a limiting membrane between the 
two regenerating bone fragments, rendering their 
union by callus formation impossible. Fragments 
only slightly displaced behaved differently. In 
this case union resulted through callus formation, the 
callus arising from the osteogenetic periosteal 
tissue. All other osteoplastic elements in the area 
underwent necrosis. The callus was formed here 
as a result of a decided cellular increase in the oste- 
oblastic layer of the periosteum of the fragments 
which led to fusion of their osteogenetic tissues. 

In the case of the intraperitoneal transplants no 
callus formation occurred although the displacement 
of the fragments was slight. Probably this result 
was due to unfavorable nutritional conditions. In 
such cases the fragments were united by cellulo- 
fibrous connective tissue. 

On the basis of these experiments the author has 
come to the conclusion that, with proper reduction 
of a fracture, bony union takes place even when the 
conditions believed to stimulate growth are absent, 
and that as in man such factors are never absent to 
the same degree as in the experiments reported and 
the conditions are much more favorable for healing, 
some other cause must be responsible for non-union. 
This cause, in Wehner’s opinion, is severe injury 
to the periosteum of the ends of the fractured bones. 
The result of such injury is the interposition be- 
tween the fragments of connective tissue without 
osteogenetic activity. Thus gaps are formed in the 
callus or a decided pseudarthrosis develops. The 
occurrence of fibrous pseudarthrosis in the case of a 
properly reduced fracture the author attributes to 
insufficient regeneration of spongy bone and the 
resulting interposition of connective tissue between 
the fragments rather than to a lack of functional 
stimulation. Houmeter (Z). 


SURGERY OF THE BONES, JOINTS, MUSCLES, 
TENDONS, ETC. 


Brooks, B., and Hudson, W. A.: Studies in Bone 
Transplantations: An Experimental Study of 
the Comparative Success of Autogenous and 
Homogeneous Transplants of Bone in Dogs. 
Arch. Surg.. 1920, i, 284. 


The studies reported in this paper were under- 
taken to solve the following problems: 

1. The possibility of regenerating a defect in the 
shaft of a bone permanently by bridging this defect 
with a bone transplant taken from another animal 
of the same species. 

2. The proportion of cases in which a successful 
result mty be expected. 

3. The influence of the ages of the donor and 
recipient on the success and failure of the trans- 
plantation of homogeneous bone grafts. 


Dogs were used in all the experiments. The 
animals were operated upon in pairs, each pair con- 
sisting of an old dog and a young dog. A segment 
of each ulna from 2.5 to 4 cm. in length with all its 
periosteum was excised. In the case of each animal 
the operative’ procedure gave two transplants in 
similar defects in each ulna. One transplant was 
an i graft, and the other a homogeneous 
grait. 

As a result of these experiments the authors have 
come to the following conclusions: 

1. A defect in the shaft of a bone of a dog may be 
permanently regenerated by a bone transplant 
removed from another dog. 

2. The use of homogeneous transplants of bone 
was successful in 76.8 per cent of the cases while 
that of autogenous transplants was successful in 
84.8 per cent. 

3. The age of the animal is an important factor 
in determining the success and failure of the trans- 
plantation of autogenous grafts of bone in dogs. 

4. The importance of the age of the donor or 
recipient in determining the success or failure of the 
transplantation of a homogeneous graft of bone in a 
dog is probably of less importance than the incom- 
patibility of the tissues of different animals. 

E. C. RoBitrsHEK. 


Sexsmith, G. H.: Arthroplasty—A Safe, Sane, and 
Practical Surgical Procedure. J. M. Soc. New 
Jersey, 1920, xvii, 333- 

Sexsmith believes that the arthroplastic opera- 
tion has fallen into disrepute largely because of 
improper choice and preparation of the substance 
interposed between the bone ends entering into 
the formation of the reproduced joints. 

Properly performed, the arthroplastic operation 
is a practical and safe operation for both large and 
small joints. The author describes his own technique 
and compares it with that of similar arthroplasties 
performed by the late J. B. Murphy. 

Operation should be delayed for six months after 
the subsidence of the active symptoms of the ordin- 
ary types of arthritis causing ankylosis, and for one 
year when the infection is due to the tubercle bacillus. 

The following conclusions are drawn: 

1. The operation relieves disability as much as, 
if not more than, the restoration of bone shafts in 
cases of ununited fracture and requires practically 
no greater skill. 

2. A pedunculated autogenous flap for interpo- 
sition between the bone ends in reproduced joints 
is superior to all other substances. 

3. In the knee, special attention should be given 
to the re-forming of the bone ends, bearing in mind 
the possible tendency to lateral displacement. 

4. The essential points in the successful arthro- 
plastic operation are: (1) free incision of the soft 
parts with complete displacement of the bone ends; 
(2) ample space between the re-formed bone ends; 
(3) sufficiently large and thick pedunculated flaps 
to cover all denuded bone surfaces completely; and 
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(4) in the large joints some form of traction to 
control the contraction of the surrounding mus- 
cles. A. R. HoLienper. 


Wilson, C.: The Restoration of the Function of 
the Joints After Injuries. Jniernat. J. Surg., 
1920, XXxiii, 314. 

The author states that no problem in railroad 
surgery requires more skill than the restoration of 
an injured joint to normal function. 

Today great effort is made to secure accurate 
anatomical adjustment. This is important, but the 
preservation of the function is also of great im- 
portance. 

In simple sprains of joints and injuries to ligaments 
about joints or to tendons passing over them, pro- 
tection by a proper dressing to enable the patient 
to use the joint without pain is the best treatment. 
The object of this procedure is to remove all strain 
from the torn ligament. 

Partial or complete separation of a tendon attach- 
ment is a frequent injury. This is characterized by 
local tenderness on pressure and by tenderness when 
the involved tendon is stretched. The injury is best 
treated by a dressing which relaxes the tendon. 
When the knee or ankle is involved, relaxation of 
the injured tendon or ligament may be accomplished 
by raising the inner or the outer side of the heel. 


When in the more serious injuries of joints the soft | 


parts and ligaments are involved, absolute rest until 
reparation occurs is necessary. The formation of 
adhesions may be avoided by beginning movement 
at the right time. If movements are begun too early, 
fresh hemorrhage and more granulation result; if 
movement is too long delayed, strong fibrous adhe- 
sions develop. Therefore the author advises a slight 
amount of movement as soon as the tenderness dis- 
appears. If there has been no tenderness, the range 
of movement may be increased the next day. 
During this time massage is of great importance. 

If firm adhesions have been formed they may be 
broken up with care under an anesthetic. Carrying 
the joint through one excursion of flexion and exten- 
sion or rotation with a firm steady force is all that 
is necessary. 

When a fracture extends into the joint or there is 
injury to cartilage, bony ankylosis may take place. 
Movement should be begun after a period of com- 
plete rest to allow for the absorption of blood clots 
and the disappearance of tenderness. 

If ankylosis occurs the joint must be at the angle 
in which it will be most useful; in an ankylosed wrist 
the hand is of most use in dorsiflexion, while in 
ankylosis of the ankle the foot should be at right 
angles to the leg. The knee is most useful in full 
extension, and the elbow when flexed at rather less 
than a right angle. In ankylosis of the shoulder 
the arm should be abducted and rotated outward. 

While fractures are uniting, muscles and joints 
should be kept in as normal condition as possible 
by massage and manipulation without disturbing 
the site of fracture. 
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Cicatricial contractions about joints following 
burns and injuries to the surrounding soft parts may 
be prevented by keeping the joints in proper posi- 
tion while the injuries are healing. 

F. G. Murpuy. 


Dunn, N.: The Causes of Success and Failure in 
Tendon Transplantation. J. Orthop. Surg., 1920, 
ii, 554. 

It is the author’s opinion that the deformities 
resulting from paralysis bear a direct relation to the 
loss of muscular balance and that the deformity 
may be aggravated by strain of certain ligaments 
and by the force of gravity. Tendon transplanta- 
tion should result in improvement by weakening 
certain muscle groups associated with the deformity 
and reinforcing the action of the muscle groups 
which are lost. 

After correction of the deformity, the trans- 
planted tendons should run a direct course to their 
new insertion and should not be subjected to strain 
until their new union is assured. 

When a tendon is transplanted to perform a func- 
tion of a muscle group normally in action with it 
success is very probable, but when the transplanted 
tendon is used to replace one not in normal action 
with it failure will result. 

Two axioms are suggested: 

1. A single tendon or part of a tendon should be 
used only to replace one of its own group, i. e., one 
normally in action with it. 

2. A group of muscles but not an individual 
member of the group may be used to replace 
muscles not normally in action with it. 

It is possible, however, to train an individual 
tendon to functionate in a group with which it is 
not normally in action. For this, special attention 
to re-education and co-operation on the part of the 
patient are necessary. The results of such training 
are most successful in the upper extremities. 

Transplantation of the biceps into a paralyzed 
quadriceps tendon will not result in voluntary exten- 
sion but transplantation of an active sartorius into a 
paralyzed quadriceps tendon will result in good 
extension. 

For practical purposes, there are two groups of 
tendons for movement of the foot: (1) the anterior 
tibial group in action in dorsiflexion, and (2) the 
peroneal and posterior tibial muscles in action in 
plantar flexion. Any of the anterior group will 
successfully replace one another but no muscle from 
the posterior or peroneal group will replace a dorsi- 
flexor. The posterior and peroneal muscles may be 
regarded as one group and used to replace one 
another. In cases of calcaneus deformity trans- 
plantation of all peroneal and posterior tibial muscles 
to replace a paralyzed tendo achillis is successful. 

In the upper extremity individual action of mus- 
cles is more highly specialized and re-education of a 
muscle to function apart from its group is more 
practicable. In paralysis of the short extensors of 
the thumb portions of the radial extensors of the 
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wrist may be used and normal function is recovered 
When there is loss of the power of flexion of one or 
more fingers, flexors of the same group must be used 
to replace them. The flexors of the wrist should not 
be employed for this purpose because they are 
normally in relaxation when the flexors of the 
fingers are acting. F. G. Murpuy. 


Guradze: The Treatment of Deformed Fractures 
of the Femur (Die Behandlung deformter Ober- 
schenkelbrueche). XV Kong. d. deutsch. orthop. 
Ges., Dresden, 1920. 


The author discusses the causes and types of 
deformed fractures of the femur and the complica- 
tions in the treatment. The causes of such deformi- 
ties are, first, difficulties in the treatment, long and 
difficult transportation without sufficient fixation, 
and defective technique in treatment. Frequently 
the nature and extent of the injury make it neces- 
sary that the primary life-saving measures be 
supplemented by secondary orthopedic treatment. 

The type of the deformity is usually dependent 
upon the location of the fracture and the amount 
of injury to the muscles. Complicated nerve and 
muscle injuries lead to paralysis, contractures, 
and the formation of flail joints. The method of 
treatment depends upon whether the bony union 
is firm or still soft, whether it is aseptic or infected, 
and whether or not an aseptic productive callus is 
present. When there is doubt as to the presence of 
infection, operation should be postponed. When 
an aseptic callus is present the X-ray should be used 
to determine whether it is capable of bone regenera- 
tion or not. If it is capable of bone regeneration the 
intracallus operation should be performed; other- 
wise a paracallus osteotomy. Dressing and fixation in 
plaster of Paris with traction is the method of choice. 
Other methods are extension effected by means of 
plaster, nails, or clamps, always in semiflexion. 
Osteosynthesis is better adapted to pseudarthrosis. 

In discussing this paper Schulze stated that in 
fracture dislocations of the femur bony contact of 
fragments is desirable. Relative consolidatign then 
results. The cast is applied under anesthesia with 
central and peripheral extension. It must include 
the fracture, the entire pelvis, and the normal femur 
as far as the knee joint. Such a cast will allow any 
form of transportation. Smmon (Z). 


Ober, F. R.: An Operation for the Relief of Con- 
genital Equinovarus Deformity. J. Orthop. 
Surg., 1920, li, 558. 

The author discusses the pathologic anatomy of 
clubfoot in detail and describes his own operation 
for the relief of the condition. This operation is 
not performed on children less than 2 years of age. 

Congenital equinovarus deformity begins at the 
knee with outward torsion of the tibia and back- 
ward displacement of the external malleolus. In 
the foot there are three separate elements of deform- 
ity, viz., plantar flexion, adduction, and inversion. 
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Plantar flexion consists of the drawing up of the 
calcaneus posteriorly with forward subluxation of the 
astragalus maintained by the taut tendo achillis 
and the posterior tarsal ligaments which serve to 
force the astragalus forward from the natural mor- 
tise between the malleoli. 

In the adduction element the scaphoid is sub- 
luxed inward and articulates with the medial aspect 
of the head of the astragalus while the cuboid is sub- 
luxed inward and articulates with the medial aspect 
of the anterior articular surface of the calcaneus. 
This adduction is made by the contracted anterior 
and posterior tibial tendons, the inner half of the 
plantar fascia, and the deltoid, calcaneo-scaphoid 
and astragalo-scaphoid ligaments. 

The factor of inversion consists in subluxation 
of the os calcis beneath the astragalus held by the 
contracted tibial tendons and the deltoid ligament. 

Ober’s operation consists essentially of the divi- 
sion of the deltoid, astragalo-scaphoid, and calcaneo- 
scaphoid ligaments. An incision down to the deep 
fascia is made behind the internal malleolus and 
curved forward to end over the internal cuneiform. 
A second incision made across the medial tibial sur- 
face is curved down to end at the inferior border of 
the scaphoid and thus divide the deep fascia and 
the deltoid ligament. The deep fascia and periosteum 
are denuded from the malleolus, the inner aspect of 
the astragalus, and the sustentaculum, down to the 
internal surface of the calcaneus. The astragalo- 
scaphoid ligament is removed subperiosteally, the 
plantar fascia divided subcutaneously, and the 
tendo achillis cut. The periosteal-ligamentous flap 
is sutured to the anterior portion of the deltoid 
ligament. Routine postoperative treatment is 
carried out. 

Clubfoot in general has an inherent tendency to 
recur. There cannot be too much over-correction. 
A cure is complete only when the patient is able to 
over-correct the deformity voluntarily. In the 
operation described the foot is lengthened, any 
degree of over-correction may be obtained, and 
the removal of contractures makes possible the ana- 
tomical replacement of the displaced bones. 

R. G. Packarp. 


Toupet, R. Arthrodesis of Torsion and Limita- 
tion of Extension Movements of the Foot 
Effected by the Use of a Tarsal Dowel (Tech- 
nique d’enchevillement du tarse réalisant l’arthro- 
dese de torsion et la limitation des mouvements 
d’extension de pied). J. de chir., 1920, xvi, 268. 


When an orthopedic apparatus is not serviceable 
and surgery is necessary in cases of paralytic equino- 
varus or loose foot the author has found total arthro- 
desis and tibiotarsal, subastragaloid, and medio- 
tarsal arthrodesis unsatisfactory. For a long time 
he has sought an operative method which would 
limit tibiotarsal movements to the useful portion of 
the foot and has finally devised a procedure which 
appears to him extremely simple and rapid. To 
date, he has applied this method to only 3 cases and 
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Fig. 1. The foot is ata right angle and the tibiotarsalis 
articulation is exposed. The perforator is inserted at the 
inner side of a median line and is directed toward the prom- 
inence of the fifth metatarsal. 


as the operations date back only from three to six 
months they are too recent to warrant definite 


conclusions as to their end-results. However, 
Toupet believes it is well to make the method known 
on account of the ideal immediate results it has 
given. 

The operation consists in inserting a bone dowel 
through the upper surface of the astragalus so that 
it reaches the cuboid after having traversed the 
great apophysis of the calcaneum. At the astraga- 
lus it is allowed to project about 1 cm., and on this 
projection the posterior edge of the tibia rests. 

By this method the author has effected arthro- 
desis of the two articulations of torsion and has lim- 
ited the extension of the foot. 

In one of his cases Toupet used a living autogen- 
ous bone graft removed from the tibial crest on the 
normal side, and in the others. pieces of dead bone. 
The graft was prepared with Albee’s dowel cutter. 
Its length was carefully calculated from a radio- 
graph but the bone was always removed a little 
long and then reduced with the gouge. The best 
portion of the tibial crest from which to obtain such 
a graft is the central portion. When ready for inser- 
tion the dowel was about 6 or 7 cm. in diameter and 
perfectly round; the projecting end, however, was 
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Vig. 2. Side view of the projecting dowel. 


left rough. The achilles tendon was cut and turned 
back above and below as shown in the illustration. 
After exposure of the astragalus the foot was held 
by an assistant very exactly at a right angle and in 
correct position with neither varus nor valgus, and 
the boring of the tunnel was begun, the tuberosity 
of the fifth metatarsai being used as a guide. The 
perforation was made at a point within the median 


line so that the dowel would have an oblique trajec- 
tory. The extent of the boring was determined by 
calculating the astragalo-cuboid distance from the 
radiograph and adding 2 cm. to allow for the slant 
of the trajectory. There is no danger that the per- 
forator will do any serious damage on its way. 

After the insertion of the dowel a simple dressing 
was applied. Immobilization was not necessary. 
Beginning on the next day the foot was exercised 
morning and evening to prevent retraction of the 
sutured achilles tendon. Active movement by the 
patient was permitted after ten days. 

The ultimate fate of the projecting extremity of 
the dowel on which the posterior edge of the tibia 
rests and which therefore limits the movements of 
extension is as yet unknown. The author believes 
this portion will persist for years and that if it is 
absorbed the absorption will be a very slow process 
and will not occur until after the function of the 
dowel has been fulfilled. Numerous cases have 
been reported in which a projecting portion of a 
bone graft has persisted after the absorption of the 
rest of the graft. 

In the author’s opinion the type of arthrodesis 
described has numerous indications and is of value 
especially for the correction of paralytic club-foot, 
equinovarus, or other deformities due to infantile 
paralysis, and certain forms of equinovarus result- 
ing from Little’s disease. W. A. BRENNAN. 
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Goerres: Our Experience with the Albee Operation 
in 60 Cases of Tuberculosis of the Spine (Ueber 
unsere Erfolge mit der Albeeschen Operation in 60 
Faellen von Wirbelsaeulen Tuberkulose). Muen- 
chen. med. Wchnschr., 1920, \xvii, 896. 


The cases reported in this article were operated 
on between 1913 and 1918. Most of the patients 
were children. In every instance the graft implanted 
into the spine was taken from the tibia. The patient 
was then kept in bed for three months, usually in a 
cast. This treatment was supplemented by fresh air, 
sun baths, and salt baths. A supporting corset was 
worn for six months longer. 

Contra-indications to the operation were fistule 
and infection of the involved area and a poor general 
condition. The operation was postponed also in 
cases of paralysis, a plaster cast, extension, and 
laminectomy being tried first. Abscesses and fistulae 
were treated with Calot injections. These quickly 
stopped the pain. The graft usually healed into 
place firmly and permanently fixed the spine in the 
position in which it was placed at operation. Cases 
of fistula are less favorable but in some of them the 
fistula healed permanently. Poor results (paraly- 
sis, suppuration) were rare. 

Of 49 cases of tuberculosis of the spine 42 were 
benefited and 26 may be regarded as cured perma- 
nently. Of these, 21 were operated on over three 
years ago. 


When the spine is straight normally, gibbus forma- 
tion is prevented by the operation, and when a gib- 
bus is already present it is prevented from becoming 
worse. Mobility of the spine is increased. Children 
are enabled to exercise again and adults to earn their 
living. GRASHEY (Z). 


Forbes, A. M.: The Technique of an Operation for 
Spinal Fusion as Practiced in Montreal. J. 
Orthop. Surg., 1920, ii, 509. 

In selected cases of tuberculosis of the spine and 
scoliosis Forbes has used an operation which he 
believes gives a stronger band of bone fusion and is 
preferable to other methods when a large number of 
vertebre are to be ankylosed and when leverage is a 
possible source of weakness. He believes that the 
Hibbs operation is more exact and mechanically 
perfect than the Albee procedure. The operation 
described by Forbes differs from that of Hibbs in 
that the spinous processes are split vertically in 
sections and these are wedged and interdigitated 
with each other and the cortical plates taken from 
the lamine so as to aid in bridging between the 
lamine and the spinal process. 

Because of the wider separation in the lumbar 
area, the lamine of the lumbar vertebre are gauged 
with a chisel so that the cortical areas are separated 
from the medullary areas and pried up along the 
superior and inferior surfaces of these parts of 
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the vertebra. When the entire dorsolumbar spine 
is to be fused, the operation is done in two stages, 
the lumbar portion being operated upon first and the 
dorsal portion from three to six months later. A 
plaster of Paris cast is then applied with the patient 
in the prone position and is not removed until after 
a period of six months. H. W. MEYERDING. 


Baker, R. H.: Compression Fracture of the Ver- 
tebral Bodies with Delayed Symptoms (Kuem- 
mel’s Disease); with a Report of Seven Cases. 
Surg., Gynec. & Obst., 1920, xxxi, 359. 


A series of cases of spinal injury is described in 
which, shortly after the accident, the spinal symp- 
toms subside rather promptly only to return after 
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Harris, R. I.: An Operation for the Relief of 
Median Anesthesia. J. Orthop. Surg., 1920, 
ii, 510. 

In certain cases of nerve injury it is difficult or 
impossible to suture the nerve because of the size of 
the gap between the severed ends. In such cases the 
outlook as to the recovery of nerve function is 
nearly hopeless. In certain types of nerve injuries, 
however, secondary operations to overcome the 
paralysis by tendon transplantation have given 
splendid results. The author reports the following 
case: 

The patient had received a recent bullet wound of 
the forearm, the missile having penetrated from 
front to back severing the median nerve and fractur- 
ing the ulna. The result was non-union of the ulna 
and a loss of about an inch of the shaft. Examina- 
tion of the median nerve showed all the signs of 
complete section below the level of the fibers to the 
flexors of the forearm. These retained their volun- 
tary power and responded to faradic stimulation. 
The opponens pollicis was found to be completely 
paralyzed. 

An interesting anomaly of innervation was noted. 
The superficial head of the flexor pollicis brevis 
received its nerve supply from the ulnar nerve 
instead of the median nerve. This muscle had 
voluntary power, responded to faradism, and con- 
tracted when the ulnar nerve was stimulated by 
faradism at the elbow. Because of its insertion into 
the outer sesamoid bone at the metacarpophalangeal 
joint of the thumb the patient was able to oppose 
the thumb to the fingers in spite of the paralysis of 
the pollicis. The median area was completely 
anesthetic. Trophic and vasomotor changes were 
very marked. 

In this case it was decided to implant the radial 
nerve into the lower median segment in the hope 
that the fibrils of this purely sensory branch of the 
musculospiral nerve would grow down the neurilem- 
ma sheaths of the median nerve and find new end- 
organs in the skin of the median area. The anasto 
mosis was performed as follows: 


several months in an aggravated form with pain, 
compression of the vertebral bodies, kyphos, rigid- 
ity, etc. 

There is doubt in the author’s mind as to whether 
the severity of the lesion was not realized at the 
early examination or, because of poor technique, 
the pathology was not made apparent in the X-ray 
examination. Careful radiographic and clinical 
examinations are essential in all cases of spinal 
trauma. Negative findings are not positive proof 
of the absence of a compression fracture. 

The X-ray examinations should be repeated. 
The prognosis depends entirely upon an early diag- 
nosis and prompt immobilization. 

ListER TUHOLSKE. 
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The radial nerve between the tendons of the supin- 
ator longus and the extensor carpi radialis longus 
was exposed by a linear incision on the dorsal sur- 
face of the lower end of the radius and the nerve cut 
off at the level of the base of the metacarpal bone of 
the thumb. Through a second incision on the ante- 
rior surface of the wrist the lower segment of the 
median nerve was exposed and freed, and its end 
cut back until fresh fibers appeared. With a Mayo 
scissors a tunnel was then bored through the subcuta- 
neous fat from the upper end of the dorsal incision 
to the lower end of the anterior incision. Through 
this tunnel the radial nerve was passed. The pre- 
pared ends of the radial and median nerves were 
thus brought into apposition for end-to-end suture. 
The suturing was done with interrupted perineural 
sutures of fine catgut and the site of suturing was 
covered with a section of vein which had been slipped 
along the radial nerve previously. 

Of all injuries of peripheral nerves, section of the 
median nerve is probably the worst as the paralysis 
and anesthesia involve the fingers which are most 
used. Even if the injury is below the level of the 
fibers in the forearm, as in the case reported, there 
are two decided disabilities, anasthesia of the 
palmar surface of the thumb, the index finger, 
the middle finger, and the radial half of the hand, 
and paralysis of the opponens pollicis with con- 
sequent inability to oppose the thumb to the 
fingers. 

In conclusion the author states that the operation 
described in this article appears to alleviate the 
anesthesia of the palmar surface of the thumb, the 
index finger, and the middle finger and that if it is 
successful in restoring sensation only to a degree 
sufficient to prevent unconscious burns and frost- 
bites it is of considerable value. The approach to 
normal in the case reported leads to the belief that a 
very considerable restoration of function is possible. 
The end-result after the operation will be best in 
low injuries of the median nerve as in such cases 
flexion of the fingers has not been lost. 

L. C. PONNELLY. 
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Coleman, C. C.: The Interpretation of Muscle 
Functicn in Its Relation to Injuries of the 
Peripheral Nerves. Surg., Gynec. & Obst., 1920, 
xxxi, 246. 


The author’s study of motor impairment follow- 
ing peripheral nerve injuries is based on observations 
made during a service of seven months in the 
division of neurosurgery of the Cape May and Fox 
Hills Army Hospitals. A few observations made in 
private cases of nerve lesions are included to 
emphasize certain phases of the subject not recorded 
in the data collected in the reconstruction hospitals. 
All of the patients had received wounds at least 
several months before coming under observation, 
and were studied under conditions highly favorable 
to the investigation of muscle function. 

The cycle of disturbed motor function ranging 
from great enfeeblement or almost complete paraly- 
sis to practically complete return of muscle power 
was noted in many cases during the period of ob- 
servation. 

The disability following a nerve injury is esti- 
mated chiefly in terms of voluntary movement, the 
trophic and sensory loss being of much less conse- 
quence than the motor impairment. The deter- 
mination of the exact amount and distribution of 
impairment of function of muscle groups is of great 
practical importance in the study of patients with 
nerve lesions. Recovery of muscle function is the 
most important evidence of regeneration of the 
paralyzed nerve from the standpoint of diagnosis 
and treatment. Accurate interpretation of vol- 
untary movement often requires careful and repeated 
examinations of the affected muscles. Associated 
injuries of bones, blood vessels, muscle bellies, and 
tendons confuse the clinical investigation. In cases 
of combined injury of two or more structures, much 
study is necessary to dissociate the lesions and 
determine the share of each in the limitation or loss 
of voluntary movement. Functional conditions en- 
grafted on injuries which may be slight or severe 
often cloud the picture. 

Muscle function as affected primarily by the 
nerve injury is analyzed. The unexpected appear- 
ance of voluntary movement in segments of the 
limb supplied by the injured nerve makes the 
interpretation of muscle function difficult and im- 
poses the necessity for precaution in making a 
decision regarding the integrity of the nerve in 
question. Movements normally executed by the 
paralyzed muscles of the first order may be accurate- 
ly taken up by subsidiary muscles with a different 
nerve supply. The action of these subsidiary mus- 
cles may appear only after paralysis of the muscle 
primarily responsible for the movement, and under 
such circumstances the motor function of the normal 
neuromuscular mechanism may be closely imitated. 
Substitutionary movements or the “‘supplementary 
motility”? of Letievant have been carefully studied 
in the recent war. Practically all of the common 
substitutions were noted and most of them observed 
repeatedly in the patients studied. 
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The majority of substitutionary movements are 
found in the upper extremity, particularly in the © 
hand. Here the convergence of all the larger motor 
nerves of the brachial plexus, with the action of 
each sometimes re-inforcing and again overlapping 
that of the others, may produce deceptive motor 
phenomena when one or more of the nerves are 
injured. Beginning at the shoulder, the author dis- 
cusses the motor functions of the various segments 
of the upper extremity consecutively. A case 
reported with a photograph shows elevation of the 
arm by the substitutionary action of the supraspi- 
natus for the paralyzed deltoid. This case is of 
interest because, according to ‘Tinel, substitu- 
tionary movements are ineffective in deltoid paral- 
ysis. 

The function of the brachioradialis as a flexor of 
the forearm and its limited action as a supinator are 
both emphasized. The substitution of the pronator 
action in paralysis of the normal flexors of the fore- 
arm is demonstrated by a case report. Substitu- 
tionary muscle action for normal movements of the 
forearm and wrist is described and analyzed. 

Increase of a drop-wrist due to musculospiral 
paralysis by forcible flexion of the fingers, as in 
making a fist, is a frequent observation when the 
hand has been supported by a splint or the extensor 
tendons are shortened from any cause. Elongation 
of the extensor tendons due to hypotonia prevents 
this compensatory movement which is_ purely 
mechanical. 

The study of the function of the intrinsic hand 
muscles is of great importance, especially in low lesions 
of the median and ulnar nerves. The musculospiral 
nerve does not supply any of the intrinsic muscles 
of the hand, but controls and perfects their func- 
tion. Moreover, the long extensors of the thumb 
and fingers are capable of compensating for the loss 
of power in the interossei which produce lateral 
movements of the fingers and extend the distal 
phalanges. 

The loss of function of the ulnar intrinsic hand 
muscles can be compensated in nearly all instances 
although the refinement of finger motility is general- 
ly impaired. A practical test of ulnar function is 
the ability to superimpose the extended little finger 
upon the palmar surface of the ring finger. 

While admitting that there are anomalies in the 
nerve supply to the muscles of the hand, the author 
believes that all the interossei, including the adduc- 
tor of the thumb, are supplied by the ulnar. The 
median supply of the intrinsic hand muscles is 
limited normally to the two outer lumbricales and 
the intrinsic muscles of the thumb, with the excep- 
tion of the adductor pollicis. Ability to pick up a 
small object or to bring the pulp of the thumb 
into contact with that of the fingers at the level 
of the last phalangeal articulation indicates normal 
action of the intrinsic thumb muscles in the me- 
dian distribution. 

Comparatively few substitutionary movements 
were observed in the lower extremity. Flexion oi 


the knee is nearly always preserved in sciatic 
lesions owing to the fact that the branches to the 
semitendinosus which leave the sciatic trunk at a 
high level escape injury. No patient with in- 
ability to flex the knee arising from sciatic paralysis 
was operated upon by the author. 

Paralysis of the anterior crural was extremely 
rare in the series of cases studied. Consequently the 
investigation of extension of the leg was not often 
required. A patient with anterior crural paralysis 
who is under observation at the present time is able 
to maintain extension at the knee by the action 
of the tensor fasciz femoris supplied by the supe- 
rior gluteal. The gait is characteristic and the usual 
secondary hydrarthrosis is present. Inversion move- 
ments of the ankle may be attributed to a paralyzed 
tibialis anticus unless the foot is held at right angles 
to the leg to abolish substitution by the tibialis 
posticus. If the foot is in plantar flexion, the posticus 
normally contributes to the inversion. Paralysis of 
the calf muscles may be overlooked when the patient 
is able to make plantar flexion by substituting the 
peroneus longus supplied by the external popliteal. 
The movement is not strong and is accompanied 
by slight eversion of the foot. 

Toe movements are sometimes confusing when the 
contraction of the antagonists of the paralyzed 
muscles is followed by a rebound simulating the 
normal action of the muscles under investigation. 
If the dorsiflexors of the toes are paralyzed and the 
patient attempts to contract the paralyzed muscles, 
plantar flexion of the toes may be the initial move- 
ment followed by a-rebound of the toes to the origi- 
nal position. The rebound resembles slight dorsi- 
flexion and may be deceptive. The movement 
desired should take place from the position of rest 
without a preliminary action of the antagonist. 
Errors may be avoided by analyzing the components 
of the movement. 


Forrester-Brown, M. F.: The Results of Opera- 
tions for Nerve Injury at the Edinburgh War 
Hospital. Brit. M.J., 1920, ii, 467. 


The author presents an analysis of 643 operations 
for nerve injury. Three hundred and sixty of the 
patients were re-examined at periods varying from 
six months to two years following the operation. 
Persons who have suffered from nerve injury show 
considerable variability in the degree of their recov- 
ery of motor, sensory, and trophic functions, the 
recovery not being constant for any particular 
nerve, for a definite time after operation, or for a 
certain level of the lesion. 

The capacity for work varies with the nature of 
the lesion. The percentage of patients with injury 
to an upper limb who are able to work is slightly 
higher than that of those with injury to a lower 
limb. Twelve per cent of 237 patients with nerve 
suture are at ordinary work and 35 per cent at light 
work. Fifteen per cent of patients with ulnar nerve 
sutures are engaged in heavy work while 56 per cent 
of those with median nerve sutures are at light work. 
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This shows that the anesthesia of the thumb and 
index finger is more disabling to skilled workers 
than the general weakness produced by loss of the 
ulnar intrinsic muscles. Eight per cent of 187 
patients with neurolysis are at ordinary work and 
36 per cent at light work. The results in these cases 
are less satisfactory than might be expected. Of 81 
patients with tendon transplants for various lesions 
in the upper limb, 23 per cent are at ordinary work 
and 36 per cent at light work, results markedly 
better than those following nerve suture. 

The degree of recovery after nerve suture in 158 
cases amounted to 28 per cent complete motor 
return, 19 per cent complete sensory return, 21 per 
cent complete trophic return, and 50 per cent 
incomplete return of all three functions. Total 
recovery resulted in 5 cases of suture of the median 
nerve and in 8 cases of suture of the musculospiral 
nerve. Almost complete recovery resulted in several 
cases of lesions of the ulnar nerve. In 35 cases of 
injury of the median nerve there was complete 
motor recovery in 50 per cent and complete sensory 
recovery in 28 per cent. In 53 cases of injury to the 
ulnar nerve complete motor recovery resulted in 
17 per cent, complete sensory recovery in 13 per 
cent, and incomplete recovery of both functions in 
68 per cent. Cases of lesions of the musculospiral 
nerve (23) showed complete motor recovery in 62 
per cent and complete sensory recovery in 33 per 
cent. Three nerve grafts subsequently explored 
were found embedded in dense scar tissue and failed 
to respond to direct faradic stimulation. 

Of 117 cases of neurolysis, full recovery of the 
motor function resulted in 43 per cent and full 
recovery of the sensory function in 19 per cent. All 
except one-half of 1 per cent showed some improve- 
ment and no patient was made worse by the opera- 
tion. In the author’s opinion exploration is advisable 
in all cases of peripheral nerve injury when steady 
improvement does not occur spontaneously within 
a period of one or two months after the healing of 
the wound. 

In 96 cases of tendon transplantation in the upper 
or lower limbs useful restoration of the lost function 
resulted in all except 1. In many of these cases the 
results were excellent. Transplantation for musculo- 
spiral paralysis gave practically normal function 
of the hands. From this fact it is evident that in 
cases of severe incomplete lesion of the musculo- 
spiral nerve and those in which the prognosis after 
suture is poor, transplantation should be done 
without hesitation. Following transplantation opera- 
tions function returns in two or three months, 
while following nerve suture improvement is not 
noted for at least two years. 

The degree and rate of recovery were not 
influenced by the length of time between the 
injury and operation, the duration of the initial 
sepsis, or recrudescence of sepsis after the nerve 
operation. 

Every patient with a nerve lesion who does not 
recover spontaneously within a reasonable time 
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should be subjected to operation as in the majority 
of cases regeneration of nerve fibers may be looked 
for although it may be slow. A. C. JoHNson. 


Thorburn, W.: On the End-Results of Peripheral 
Nerve Injuries Treated by Operation. Lancet, 
1920, CXCix, 640. 

The author observes that in cases of secondary 
suture and nerve grafting done during the war the 
operations were performed too recently to warrant 
conclusions as to the end-results. 

The regeneration of peripheral nerves is in all 
cases accomplished by the down-growth of axons 
from the proximal end into channels or sheaths 
awaiting them at the peripheral end. The proximal 
axon is connected with a sensory or motor neurone 
while the peripheral sheath leads to, or is connected 
with, a terminal organ, either motor or sensory. It 
is therefore evident that for repair leading to a good 
functional result a sufficient number of peripheral 
sheaths leading in the right direction is necessary in 
addition to anatomical continuity. Motor. axons 
entering sensory terminal channels are probably 
lost permanently as are afferent axons which become 
connected with muscle endings. The union of a 
purely motor with a purely sensory nerve is followed 
by no physiological result whatever. 

Down-growing axons should enter the channels 
for which they were originally intended. If the 
spinal motor cells for the extensor longus pollicis 
become connected with the peripheral channels for 
the brachialis anticus lying in the same nerve, physi- 
ological confusion results and the spinal cord is 


unable to produce the movements called for by the 


brain. It is for this reason that re-education is 
necessary in the great majority of cases of nerve 
suture. 

Gross shunting or the implantation of one motor 
nerve into another always gives an imperfect physio- 
logical result, even though the anatomical result is 
perfect. Macroscopic shunting occurs in the vast 
majority of cases of end-to-end suture and probably 
always in cases of nerve grafting. 

Although the anatomical and physiological result 
may be perfect, the economic result may be poor 
because of psychic influences, secondary muscle 
atrophy, arthritis, or a form of ataxia in which 
proper movement is possible only under visual con- 
trol. Fortunately, the economic result is often better 
than the physiological result. 

Vicarious movements may replace those of lost 
muscles and thereby conceal paralysis; this consti- 
tutes a definite source of error in the estimation of 
neurological results. Secondary suture is very suc- 
cessful in between one-third and two-thirds of all 
cases, although a perfect neurological recovery is 
obtained rarely, if ever. 

Less favorable results follow nerve grafting. 
While brilliant achievements are claimed in some 
cases, it is certain that their number has not been 
large because of the anatomico-pathologic difficulties 
which must be overcome. 
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Operation is more successful when performed on 
nerves which supply large muscles and especially 
muscles of homogeneous type, such as the musculo- 
spiral, than those the muscular distribution of 
which is small and complicated, such as the median 
and ulnar nerves. Purely motor or sensory nerves 
are more amenable to treatment than nerves with 
more complicated function. Dual lesions are more 
serious than single lesions; therefore very little 
improvement can be expected following a combined 
injury of the median and ulnar nerves. 

The down-growth of axons occurs at the rate of 
about 1 mm. a day (Tinel’s sign). Therefore two 
hundred days are necessary for a fiber to grow from 
the wrist to the tip of the index finger and two years 
for it to grow from the middle of the thigh to the 
foot. A large part of the time required for recovery 
appears to be consumed in the linking-up of axons 
with end organs and in re-education. 

In 271 cases of nerve suture. Stopford showed 
that recovery becomes more perfect the nearer the 
suture is placed to the spinal cord. This may be due 
to better nutrition or the fact that surgical opera- 
tions are performed more easily on thicker trunks. 

In the arm, suturing was a failure in 12 per cent of 
the cases, and in the forearm, in 24 per cent. Second- 
ary suture of the musculospiral nerve gives a good 
functional result. Following suturing of the median 
nerve voluntary power in the abductor pollicis 
brevis returned in only 45 per cent of cases. The 
results in the ulnar nerve are very disappointing and 
in the small intrinsic muscles of the hand recovery 
is exceedingly poor. In many cases, however, injur- 
ies to the median and ulnar nerves did not prevent 
the patient from carrying on his occupation. 

The author concludes his article with a reference 
to the unifornely successful results he has obtained 
in the treatment of compressed nerves in which 
type of injury he has had considerable experience. 

A. C. JoHNson. 


Sargent, P.: Discussion on the End-Results of 
Injuries to the Peripheral Nerves Treated by 
Operation. Brit. M.J., 1920, ii, 464. 


The two main groups of patients demanding 
surgical treatment are: (1) those who require res- 
toration of the conductivity of a nerve, and (2) 
those with functional disability. 

End-to-end suture is the only operation which 
can restore conductivity to a divided nerve; nerve 
grafting has no practical value. The author does not 
attempt to distinguish primary and _ secondary 
sutures, as regeneration occurs as rapidly and com- 
pletely following one as the other. Inasmuch as 
the wounds closed by primary suture had usually 
been treated early and radically and had healed 
quickly, the handicap of prolonged suppuration 
and immobilization was avoided. Better functional 
results therefore are obtained in these cases. 

End-results should be judged by examining the 
electrical reactions or the power of voluntary con- 
traction in the muscles supplied by the regenerated 


nerve, and by testing the various types of sensi- 
bility in the area involved. The functional utility 
of the part also must be included in a summary 
of the end-results as perfect regeneration without 
utility of the member supplied is a negative result. 
Trick movements should be searched for very care- 
fully. 

Results of suture in different nerves differ widely. 
The musculospiral nerve with its relatively simple 
and elementary function is restored very completely 
while the results in the ulnar and median nerves 
which subserve delicate and complex movements 
are often very different. The execution of these 
delicate movements requires not only the proper 
motor impulses, but also the integrity of a com- 
plicated sensory mechanism. 

The author has never seen a patient in whom 
restoration of function after suture of the median or 
the ulnar nerve could be said to approach anywhere 
near the normal or to attain anything like the degree 
of perfection so often reached in the case of the 
musculospiral nerve. Examination of a number of 
patients observed from two to three years after 
suture of the median or the ulnar nerve has revealed 
that the sense of position and the sense of passive 
movements in the fingers are almost wholly absent, 
even when there is good evidence of recovery with 
regard to voluntary movements, electrical reactions, 
and some other forms of sensibility. 


CLINICAL ENTITIES—GENERAL PHYSIO- 
LOGICAL CONDITIONS 


Paine, A.: The Origin of Cancer. Lancet, 1920, 
cxcix, 693. 


The origin of cancer should be considered a bio- 
logical phenomenon and not simply a disorder 
affecting man. As a result of many years of study 
of the clinical and pathological manifestations of 
this disease in man and the lower animals, the 
author believes that cancer is a form of tissue de- 
generation dependent on disordered growth of 
epithelium resulting from injury, either physical or 
chemical. 

The origin of cancerous growth is closely associ- 
ated with inflammation or the response of tissue to 
injury. The early stages develop with chronic 
inflammation. For a study of the relationship of 
inflammation to cancer the female breast was 
chosen because of its exposure to external and inter- 
nal conditions which damage tissue and because it 
is a common site of the disease. The changes caused 
by chronic inflammation in the breast are the same 
as in other organs of the body. Ifthe inflammation 
is mild or of short duration the changes result in 
hypertrophy and hyperplasia of the tissue elements, 
while if it is prolonged and severe the changes are 
destructive changes with a decrease in the tissue 
elements. 


MISCELLANEOUS 
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Lack of psychological recovery destroys a good 
functional result and calls for re-education of the 
patient. 

The majority of “trophic changes” are in reality 
the direct outcome of neglect or immobilization, 
whether imposed by splinting or paralysis. Most 
of these changes can be prevented or relieved by 
the use of properly directed mechanical and physio- 
therapeutic treatment. 

Disordered vasomotor activity is associated with 
partial and irritative lesions and is worst in the area 
of distribution of nerves particularly rich in vaso- 
motor fibers: namely, the median, the ulnar, and the 
internal popliteal. Disordered vasomotor activity 
naturally affects the end-results, especially if it has 
been present for a considerable time before the 
operation is undertaken. Stiffness of the joints 
will further impair the ultimate functional results. 
Resection of the damaged portion of the nerve with 
end-to-end suture will stop the active trophic 
changes. 

The author believes that operation for causalgia 
should be encouraged for patients resistant to 
medical treatment and in cases in which intense 
suffering prevents physiotherapeutic measures. 
The injection of alcohol into the nerve often affords 
immediate relief without injury to the nerve and 
makes movements and massage possible. 

A. C. Jounson. 


Paine discusses the relationship of inflammation 
to the so-called acute and chronic forms of mam- 
mary cancer. The cancer cells originate in the 
destructive stages of chronic inflammation and are 
preceded by cellular degeneration and a terminal 
stage of the process. Both in inflammation and can- 
cer the function of the cells is impaired. The author 
refers to Oertel’s theory regarding the two parts of 
the cell nucleus, one regulating its function and the 
other its growth. A profound change, physiological 
or biochemical, has taken place in the cell; it is altered 
both morphologically and physiologically and in 
this sense may be considered a different cell. 
Bacteria or toxins may be the cause of the chronic 
inflammation which precedes the malignant change. 
Other factors, however, must be present in addition 
as all chronic inflammations do not terminate in 
malignancy. The occurrence of cancer in later life 
suggests that age must favor its development. In 
later life we neither resist nor recover so rapidly 
and well as in youth and the reactions are more pro- 
longed and chronic. Senility is a relative term and 
varies with different tissues of the body; there may 
be also premature senility with corresponding loss 
of function. Heredity is another factor which may 
favor cancer. In 100 cases of breast cancer the 
author found a positive family history in 18. Mur- 
ray and Slye have reported experimental evidence 
of the effect of heredity on cancer in mice. Benign 
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growths stand midway between inflammation and 
malignancy. The cause of the inflammation may 
be so attenuated that the process at first ends with 
the formation of a benign tumor but in later life, 
because of an increase in its virulence or a decrease 
in the resistance of the body, the tissue response 
may extend beyond the limits of inflammation. 
MERLE R. Hoon. 


Simmons, C. C., and Daland, E. M.: Cancer; 
Factors Entering into the Delay in Its Surgical 
Treatment. Bos'on M. & S. J., 1920, clxxxiii, 298. 


The authors have made observations on 519 cases 
of carcinoma admitted to the Massachusetts Gen- 
eral Hospital during 1917 and 1918. 

The average age of the 519 patients was 52.9 
years, but varied between 14 and 83. 

A family history of cancer was obtained in 11.4 
per cent of the cases. This percentage is not large 
and suggests that heredity as a predisposing factor 
is of little moment. 

The conclusions drawn from this study are given 
as follows: 

1. The symptoms of cancer are dependent on the 
organ attacked. There are few symptoms char- 
acteristic of the disease itself in its early stages. 

2. The rapidity of the growth varies within wide 
limits in the organs attacked. 

3. The average duration of the disease in all 
cases on their admission to the hospital is 12.49 
months. The delay before treatment is sought may 

- be divided into: 
a. The delay on the part of the patient after the 


onset of symptoms, which varies considerably accord- 
ing to the situation of the tumor and the rapidity of 
its growth, but has little relation to the character of 
the first symptom. This delay averages 5.4 months. 

b. The delay on the part of the physician before 


advising operation, which averages 3 months. 
There is practically no delay on the part of the 
patient after operation is advised. The advice is 
accepted and arrangements are usually made for 
operation at once. 

4. In only 44.5 per cent of the cases of cancer 
admitted to a general hospital is there any hope of 
cure by a radical operation. The operative mor- 
tality in these cases is 15 per cent. The chief causes 
of death are, in the order named, sepsis, shock, and 
pneumonia. M. H. Hopsart. 


Watson-Williams, E.: The Treatment of Inoper- 
able Cancer with Selenium. Brit. J. Surg., 1920, 
viii, 50. 

When Wassermann, in rorr, discovered that the 
injection of a solution of selenium-eosin produces 
remarkable changes in the tumors of mice, it ap- 
peared that a cure for cancer had been found. The 
solution could not be given directly to patients, 
however, because of its intensely poisonous nature. 
This difficulty has been surmounted by the prepara- 
tion of a colloidal suspension of selenium. 


Bloodgood, J. C.: 
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The colloidal suspension may be given intra- 
muscularly or intravenously but the intravenous 
route is preferable. Many of the injections have 
been given to ambulatory patients who were allowed 
to go home half an hour later. The same vein may 
be used repeatedly. A reaction is usually noticed 
in the growth itself, especially when it is in a sensi- 
tive organ, such as the tongue or larynx. A general 
reaction follows with a rise in temperature to 100 or 
tor degrees and often headache and malaise. 
Growths in vascular areas respond best to treat- 
ment, and mammary, laryngeal, tonsillar, recurrent, 
or very rapidly growing tumors not as well. Aged 
or debilitated patients are not benefited as much 
as others. 

This treatment appears especially suitable for 
inoperable cancers, and if operative removal has not 
been as successful as desired, outlying cells may thus 
be destroyed. 

Selenium may act as a protoplasmic poison 
causing destruction of cells or their nuclei. It is, 
of course, possible also that the element has 
merely a germicidal action. H. H. Mrvier. 


Bone Tumors, Benign and 
Malignant; A Brief Summary of the Salient 
Features Based on a Study of Some 370 Cases. 
Am. J. Surg., 1920, Xxxiv, 229. 

In the majority of cases of bone tumors two main 
origins may be recognized in the roentgenogram and 
the gross specimen—the periosteal and the central 
(marrow or medullary). While it is true that some 
lesions, primary in the marrow cavity, may invade 
the periosteum secondarily, the converse is also true. 
The division into periosteal and central origins is of 
great importance from the standpoint of diagnosis 
and treatment. 

True sarcoma of bone, whether periosteal or 
central, is rarely cured even by amputation. This 
fact is due to early metastasis to the lung. In perios- 
teal sarcoma the duration of life is usually less than 
eighteen months. Central sarcoma is a much less 
frequent lesion than periosteal sarcoma. 

The medical profession and public must have their 
attention constantly called to the fact that delay in 
the recognition and treatment of all diseases of the 
bones leads either to death or crippling. The im- 
mediate employment of the X-ray for diagnosis is 
most important. Even after a slight trauma with- 
out fracture roentgenography should be a routine 
procedure. 

Concerning what effect early recognition will have 
on the curability of periosteal and central sarcoma 
of bone we have, as yet, not sufficient evidence to 
make any definite conclusions, but it is known that 
a delay of days or weeks may be associated with 
metastasis to the lungs. 

Although there is evidence that the X-ray, radium, 
and Coley’s serum have a retarding, or even 4 
curative effect on the local growth, we have no 
evidence of a similar effect on the metastatic growth 
in the lungs and unless these agents are found 


capable of destroying the metastatic nodules in the 
lung they can add but little to our curative treat- 
ment of true sarcoma of bone. 

In view of the evidence that few cures are effect- 
ed by amputation for true sarcoma of bone and 
the fact that many periosteal and central lesions 
which may resemble the true sarcoma in the roent- 
genogram are benign or relatively benign, amputa- 
tion should never be performed until the diagnosis 
of malignancy is established. In many cases an 
exploratory incision will be necessary to establish 
this diagnosis. 

In a few cases of periosteal sarcoma, however, 
the X-ray picture is so distinctive. that the 
diagnosis can be made from the X-ray alone 
and amputation can be done if the lungs show no 
metastasis. In the author’s opinion this is the 
operation of choice in cases of true periosteal sar- 
coma of the femur and the upper end of the tibia 
as resection with bone transplantation rarely makes 
the limb as serviceable as an artificial limb. 
While in cases of this kind treatment with Coley’s 
serum, the X-ray, or radium should be considered, 
the author is led to advise amputation. 

In cases of true periosteal sarcoma of the lower 
portion of the tibia and fibula which is still well 
localized resection by a wide margin and trans- 
plantation of bone is the operation of choice. 

In cases of periosteal sarcoma of the upper ex- 
tremity where local resection and bone transplanta- 
tion are ruled out because of local growth it is a 
question whether Coley’s serum, the X-ray, or 
radium should not be tried first as the loss of the 
arm is so great a mutilation and the probability of 
cure is so remote. The author has no record of a 
case in which a true periosteal sarcoma of the upper 
extremity was cured by amputation. 

In cases of central bone lesions amputation should 
never be performed without an exploratory incision. 
However, in some cases in which the tumor can be 
easily removed by resection followed by bone trans- 
plantation with the promise that the extremity will 
be made serviceable the resection may be performed 
without exploratory incision if bone cyst, tuberculo- 
sis, and the giant-cell tumor for which curetting 
would be the operation of choice can be ruled out. 

The facts in the history which are most helpful in 
the diagnosis are the age of onset, the duration of the 
symptoms, the symptom of onset, the character of 
the pain, the exact data as to trauma and fracture 
in relation to the symptom of onset, and, most 
important, whether the lesion is single or multiple. 

The most important examinations are those made 
of the involved area, other bones, and the chest by 
means of the X-ray. The next most important step 
is the Wassermann blood test, and then the test of 
the urine for Bence-Jones bodies. The demonstra- 
tion of the latter favors multiple myeloma, a hope- 
less disease, or some other multiple lesion of the 
skeleton. 

The palpation of a tumor, especially in its early 
Stages, is not always distinctive. Syphilitic peri- 
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ostitis cannot be distinguished from periosteal 
sarcoma by palpation. The palpation of the shell 
of bone in central lesions is not diagnostic, nor is the 
partial or complete destruction of the bony shell a 
positive sign of malignancy. 

The age of onset is helpful in the diagnosis of the 
central lesion but not in that of the periosteal lesion. 

In central bone lesions in which the age of onset 
is 15 years or less the predominant tumor is the 
benign bone cyst and in a few cases the central 
giant-cell tumor. No central sarcoma has been 
observed which had an age of onset before the 
fifteenth year. Bone cysts predominate up to the 
twentieth year, but as central sarcoma must also 
be considered in this period, exploration for diagno- 
sis should be performed at once in the majority of 
cases. The predominant age of onset of the giant- 
cell tumor is from 20 to 35. Bone cysts are very 
rare after the age of 20. The giant-cell tumor has 
been observed from the age of 2 to the age of 70; 
the central sarcoma from 16 to 70; the rare myxoma 
from 5 to 70; and the still more rare central chon- 
droma from 20 to 50. 

The two most common types of periosteal lesion— 
the benign exostosis and the true and very malignant 
periosteal sarcoma—have been observed at all ages 
from 5 to 70. 

Among central tumors the bone cyst has come 
under observation most quickly after the symptom 
of onset. This is due to the fact that the first symp- 
tom is a pathologic fracture. If the symptoms have 
been present more than one year and there is no 
evidence of metastasis in the lungs, central sarcoma 
will rarely be observed. 

In cases of periosteal sarcoma death usually 
results in eighteen months after the symptom of 
onset. For this reason, if the periosteal lesion has 
been present more than one year and the X-ray 
shows no metastasis to the lungs, the evidence is 
rather against a malignant tumor. 

While the symptom of onset in cases of benign 
bone cysts is usually a pathologic fracture, this has 
never been observed as the symptom of onset of the 
central giant-cell tumor or the central sarcoma or 
the periosteal sarcoma. The predominant symptom 
of onset in all bone lesions is localized pain. Pain is 
rarely absent in the periosteal sarcoma. Swelling is 
more frequently a symptom of onset in periosteal 
sarcoma than in central sarcoma. 

The most predominant etiological factor in both 
periosteal and central lesions is trauma, but as we 
have few, if any, X-ray studies of the bone previous 
to trauma or immediately after it, the possibility 
that the lesion was present before the injury cannot 
be excluded. 

The evidence is rather against trauma as an etio- 
logical factor in bone cysts, osteitis fibrosa, chon- 
droma, and myxoma. In periosteal sarcoma, the 
central giant-cell tumor, and sarcoma, however, 
trauma as an etiological factor is very suggestive. 
Pathological fracture occurring in a patient under 
20 is evidence in favor of bone cyst but when it 
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occurs in a patient over 20 it suggests a central 
sarcoma of the more malignant type. 

The X-ray has shown complete healing of a 
fracture when the central lesion was a bone cyst 
but not when it was one of the other types of 
neoplastic central lesions. 


Johnston, C. H.: The Diagnosis of Hyperthy- 
roidism. J. Michigan State M. Soc., 1920, xix, 456. 


The presence of tachycardia, thyroid enlarge- 
ment, fine tremor of the hands, eye signs such as a 
‘ staring expression, lagging lids, and poor con- 
vergence associated with an increase in systolic 
blood pressure justify a diagnosis of toxic goiter 
or hyperthyroidism. Shortness of breath and a 
general feeling of exhaustion on exercise, precordial 
pain, a tendency to perspire, hot flushes of the face 
and hands, which symptoms are exaggerated by 
physical strain and excitement, may be found in 
cases of neuro-circulatory asthenia. 

Two recently proposed tests are now being widely 
used: the determination of the basal metabolism 
and the adrenalin test. 

In several diseases the production of heat is 
greatly increased without a corresponding increase 
in the temperature of the body. By far the greatest 
increase occurs in Graves disease, in which at times 
it amounts to roo per cent above normal. This has 
been found to be so constant that the determina- 
tion of the basal metabolism is an important index 
of toxicity in hyperthyroidism and a reliable and 
accurate method of differentiating this condition. 
A low or normal metabolic level, however, does 
not necessarily exclude Graves disease. 

Means divides cases of hyperthyroidism into two 
groups. First, those with extreme tachycardia and 
a moderate metabolic level, and second, those with 
moderate tachycardia and extreme metabolic eleva- 
tion. Patients belonging to Group 1 are benefited 
equally well by X-ray or surgical treatment alone 
and surgery preceded by X-ray therapy. In cases 
in Group 2, X-ray therapy alone may cure, but 
when the condition is severe must be followed by 
operation. Surgery alone gives poor results. 

The adrenalin test for hyperthyroidism has been 
largely worked out by Goetsch. An injection of 
% c. cm. of 1:1,000 solution of adrenalin is made 
into the deltoid muscle. A positive reaction con- 
sists in a rise in the systolic blood pressure or of the 
pulse rate amounting to ten or fifteen points, associ- 
ated with rather typical symptoms such as flushing, 
sweating, increased vascular pulsation, increased 
tremor of the hands and often of the arms, restless- 
ness, and more or less marked general nervousness. 
In marked cases the blood pressure may rise thirty 
or forty points. The tendency of the pulse is to 
follow the systolic pressure. The diastolic pressure 
drops. Respiration usually increases in depth but 
not in rate. A moderate rise in the blood pressure 
or pulse rate alone without a characteristic increase 
in symptoms is not regarded as constituting a posi- 
tive reaction. M. H. Kaun. 
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Montgomery, D. W., and Culver, G. D.: The Treat- 
ment of Vascular Nevi with Radium. Boston 
M.& S. J., 1920, clxxxiii, 412. 

Vascular nevi cease enlarging and shrink almost 
to normal under radium therapy. Telangiectasis is 
practically always the result of improper technique 
and usually occurs where burns have been caused 
by the radium. 

The reports of several cases of vascular nevi 
treated with radium are given: 

Case 1. A boggy nevus about 114 cm. in diameter 
situated on the inner surface of the upper arm. 
Five applications were given over a period of 
eighteen months. Each treatment consisted of the 
application of 75 mgm. of radium screened with 
14 mm. of silver and 1 mm. of brass for three and 
one-half hours. The results were excellent except 
that telangiectasis followed a slight burn. This was 
due probably to the fact that the screening used 
was not sufficient. 

Case 2. The patient was a female infant 10 
months old. The lesion first appeared, when the 
child was about 2 weeks old, in the form of a small 
pink spot which gradually increased in size until 
at the time of observation it was 3 cm. in diameter 
and 7 mm. in height. As the center of the lesion had 
broken down and healed previously, considerable 
cicatricial tissue was present at the time treatment 
was begun. Treatment in this case consisted of the 
application of a 25 mgm. placque screened with 112 
mm. of lead, 2 mm. of wood, and 1 thickness of ad- 
hesive plaster. On each side of this placque a 25 
mgm. tube was placed, screened with .5 mm. of silver, 
1 mm. of brass, 1 mm. of lead, 2 mm. of wood, and 1 
thickness of adhesive plaster. This was kept in place 
for five hours. After six weeks the treatment was 
repeated, except that only .4 mm. of lead was 
used. After two months the tumor was so reduced 
that only one 25 mgm. tube was necessary to cover 
the lesion. This was used with the same screening 
for a period of five hours. After four months 
another treatment was given although the lesion 
had practically disappeared. 

Case 3. The patient was a baby 18 months old 
with a large bulbous nevus covering the whole tip 
of the nose. Such cases usually respond well to the 
action of radium rays, but because of their nature, 
the skin will never resume its normal texture. In 
this instance the treatment consisted of the use of a 
25 mgm. placque of radium screened with 2 mm. of 
lead, 2 mm. of wood, 12 thicknesses of gauze, and 1 
thickness of zinc-oxide adhesive plaster which was 
applied for two and one-half hours. After six weeks 
a similar application was given except that the lead 
screening was reduced to 1 mm. After another six 
weeks the same placque was used for five hours, but 
screened with 1.2 mm. of brass, 2 mm. of wood, 4 
thicknesses of gauze, and 1 thickness of zinc-oxide 
adhesive plaster. Two and one-half months later 
the last treatment was repeated. The heavy screen- 
ing used in this case was to prevent burning. No 
signs of a burn appeared following the application. 


The long interval between treatments was to 
allow complete shrinkage of the vessels following 
each treatment. Further treatments will be given if 
there is any reason to believe that more nevus 
tissue is present. 

Following these case reports the authors discuss 
screening. They state that it is better to err on the 
side of too much screening rather than too little. 
This is true especially when the cosmetic effect 
must be taken into consideration. Attention is 
drawn to the fact that there is a difference between 
screening and shielding. The shield is usually a 
metal used to protect the surrounding healthy tissue 
while the purpose of the screen is to keep certain 
rays from acting on the tissues. 

The authors’ favorite placque was a placque about 
the size of a 10-cent piece containing approximately 
25 mgm. of radium. 

The spider nevus is not at all amenable to radium 
treatment as it does not contain any nevus tissue or 
hyperplastic nevus blood vessels which may be 
acted upon by the gamma rays. For the remov- 
al of the central point and the radiating cap- 
illaries the electrolytic needle may be used. 

W. L. Brown. 


SERA, VACCINES, AND FERMENTS 


Stracker, O.: Parenteral Injection of Albumin as 
Palliative Treatment in Latent Infection (Par- 
enterale Eiweisseinverleibungen als Versuch einer 
Palliativbehandlung bei latenter Infektion). Med. 
Klin., 1920, xvi, 388. 


Stracker reports regarding experiments with 
injections of milk into amputation stumps for the 
purpose of influencing favorably latent infection 
following secondary corrective operations. 

At intervals of one day injections of 10 c. cm. of 
sterilized milk were given three times into the 
gluteal muscles. In general, the cases treated in this 
manner ran a more favorable course than those not 
so treated. Profuse suppuration was entirely absent 
and the healing of wounds closing by second in- 
tention was considerably shortened. Stracker in- 
terprets the favorable action as follows: 

“‘ Antibodies seem to be increased. In those cases 
in which the number of organisms around the opera- 
tive field are very numerous and the body has not 
the resistance necessary to prevent the formation 
of pus the artificial aid seems to prevent suppura- 
tion. In others, in which a milder infection has led 
to secondary healing, the injection causes a pri- 
mary healing.” 

The author attempts to bring his theory of the 
action of milk therapy into agreement with the 
other theories of immunity—protoplasm activation, 
hyperemia with permeability of the blood-vessel 
walls, fever and increased leucocyte activity. He 
believes that the injection of milk may be considered 
as strengthening the defenses of the body against 
bacterial activity (agglutinins, antitoxins, bacterio- 
lysins, opsonins, and precipitins). NAEGELI (Z). 
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Love, G. R.: An Accurate and Simple Method of 
Testing the Coagulation Time of Blood. Med. 
Rec., 1920, xcviii, 436. 


The author states that the ordinary methods of 
testing the coagulation time are inaccurate. The 
average time necessary for the coagulation of blood 
has been found to be 10% minutes with a variation 
from 8 to 15 minutes. 

Love has devised a method whereby the clotting 
time can be ascertained accurately within 20 
seconds. Five 1-in. lengths of 5-mm. glass tubing are 
heated over a flame and drawn out until the middle 
2 in. are from 30 to 34 in. in length with a diameter 
between 0.3 and 0.5 mm. 

Blood is collected in a paraffin test tube by venous 
puncture and drawn by suction into the capillary 
tubes. These tubes are then broken carefully at 
short intervals, beginning within two minutes of 
the supposed coagulation time. The broken pieces 
are carefully drawn apart. The end point comes 
when a thread of fibrin will stretch from 7 to 10 mm. 
across the break. The temperature must be re- 
corded as it has a definite effect upon the coagulation 
time. 

This test was done on 26 healthy dogs and the 
results were plotted in a chart. The curve shows 
that the coagulation of blood follows the law for 
ordinary chemicals, an increase of 10 degrees 
doubling the rate of the reaction. M.H. Hosarr. 


Sanford, A. H.: Preparation of Amboceptor with 
Human Erythrocytes. Am. J. Syphilis, 1920, 
iv, 697. 

Sanford describes a modified method used at the 
Mayo Clinic in the preparation of amboceptor with 
human erythrocytes. A dog rather than a rabbit 
is immunized with washed human red blood cells. 
This has proved very satisfactory because the 
amount of agglutinin which develops in dog serum 
for human erythrocytes is slight. A dog about the 
size of a fox terrier is preferred. 

Human blood obtained from a patient is placed 
in a 250 c. cm. flask containing 50 c. cm. of a 2 per 
cent sterile solution of sodium citrate. The cells 
are washed five or six times with normal salt solu- 
tion by repeated centrifugalizations and a 50 per 
cent suspension is then made in normal salt solu- 
tion. The injections are given intraperitoneally. 
The initial injection for a small dog varies from 30 
to 35 c. cm. The second week 40 c. cm. are given, 
and the third week 50 c. cm. 

Seven days after the third injection 2 or 3 c. cm. 
of blood are aspirated from the animal’s heart and 
titrated for amboceptor, a double unit of comple- 
ment being used. Occasionally a good hemolysin 
has developed in this short time. As a rule, how- 
ever, it is necessary to give another injection of from 
50 to 60 c. cm., and in some instances even a fifth 
injection. All injections are given at intervals of 
from seven to ten days. 
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When an amboceptor of good titer has been 
obtained the animal is bled with a 20-, 30-, or 50-c. 
cm. all-glass syringe and the blood is centrifugalized 
at once in sterile 50 c. cm. centrifuge tubes. A clear 
clot results in the upper portion of the tube. This 
is separated and again centrifugalized for several 
minutes. The following day the serum is removed, 
inactivated for thirty or forty minutes at 56 degrees 
centigrade, and titrated for amboceptor content. 
The titer amboceptor produced by the dog is not as 
high as that produced by the rabbit, being usually 
1:500. It is used to better advantage, however, in 
the addition of amboceptor in mass to a given 
quantity of washed cells as there is no interference 
from agglutinins. H. H. Minter. 


Black, J. H., Fowler, K., and Pierce, P.: The 
Development of the Bactericidal Power of 
Whole Blood and Antibodies in Serum. J. Am. 
M. Ass., 1920, Ixxv, 915. 


In connection with a new technique for determin- 
ing the bactericidal action of whole blood described 
in the Journal of Immunology for July, 1918. Heist 
and the Solis-Cohens advance the hypothesis that 
the ‘‘number of organisms destroyed by the blood 
is, to a certain extent, proportional to the natural 
immunity * * * to the organism. This likewise 
appears to be true of the immunity induced by 
inoculation.” 

The work reported here was undertaken primarily 
to determine: ‘‘(1) whether this method would 
prove serviceable in demonstrating the progress of 
the development of an artificially induced immunity; 
(2) whether any recognizable relationship may exist 
between the bactericidal titer of the whole blood 
and the antibodies of the serum; and (3) whether 
any information may be obtained by this method 
as to the mechanism of the bactericidal action.” 

The typhoid bacillus was selected for this work. 
Rabbits were used for the experiments because of 
their availability and because they are able to fur- 
nish sufficient blood for all tests. The conclusions 
reached were as follows: 

1. ‘The bactericidal power of blood as deter- 
mined by the method of Heist and the Solis-Cohens 
is the most dependable criterion of the actual 
immunity of the animal. 

2. “The development of the bactericidal power 
of the blood against typhoid and Shiga bacilli was 
practically identical with that of the serum. 

3. “The route of inoculation made no material 
difference in the rapidity or height of the develop- 
ment of bactericidal power. 

4. “The agglutinins and complement fixing bod- 
ies were only roughly comparable to the bacteri- 
cidal power. 

5. “The leucocyte counts and phagocytic index 
were of no value in determining the degree of 
immunity. 

6. “In the rabbit immunized to typhoid and dys- 
entery bacilli, lysis occurs with great rapidity and a 
short incubation period is sufficient. 
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7. “No evidence could be secured as to the 
mechanism of lysis. Phagocytosis, in all probability, 
was not a factor. 

8. “Citrating and defibrinating blood of rabbits 
immunized to typhoid and dysentery bacilli did not 
affect the bactericidal activity save to slow the 
reaction. 

g. “In the blood of typhoid and dysentery im- 
mune animals, contaminating organisms may grow 
luxuriantly. A short incubation period removes 
most of the difficulty due to contaminants. 

10. “The refractory state of Teague and McWil- 
liams is shown to depend probably on a rapid rise in 
bactericidal power, and the rapidity of mobiliza- 
tion of this power varies with the route of injection. 

11. “Inactivation of serum of immunized rabbits 
did not materially reduce the bactericidal action.” 

I. W. Bacu. 


SURGICAL DIAGNOSIS, PATHOLOGY, AND 
THERAPEUTICS 


Todd, T. W.: The Réle of Cancellous Tissue in 
Healing Bone. Ann. Surg., 1920, |xxii, 452. 


Todd’s conclusions are based upon his experience 
with cases of chronic osteomyelitis at the Base 
Hospital of Wolseley Barracks, London, Ontario. 
All of these cases were the result of compound and 
= or less comminuted fractures of bones of the 
imbs. 

From time to time radiograms were made, and in 
some cases portions were removed from the healing 
walls under local anesthesia for histologic examina- 
tion in order that the regeneration process and rate 
might be adequately checked up. In the typical 
healing of a bone cavity it was found that the 
regeneration occurred from the cancellous tissue. 
The advance of ossification cannot be adequately 
followed by means of radiographic examination. 

Cut edges of compact bone tissue limiting the 
bone opening invariably showed little or no ten- 
dency to produce new bone. 

The fact that the cancellous tissue is a generous 
source of osteoblasts has not been sufficiently recog- 
nized. It is in the bone abscesses which are “ thor- 
oughly”’ curetted out so that only the compact shell 
remains that the results are so disastrous from the 
point of view of healing. This is true especially in 
those cases in which the destructive work of the 
curette is supplemented by swabbing with pure 
carbolic acid. 

The effect of slight pressure in retarding and fre- 
quently inhibiting bone growth cannot be _ too 
strongly emphasized. Some means of keeping the 
wound wide open is necessary. For this purpose 
Todd devised a method in which dental impression 
wax is used with the Smith glass tube procedure. 

It cannot be known definitely whether flaking 
has ceased until six months after the operation. 
Therefore the soft tissue must be prevented from 
falling in for that length of time. Ossification will 
not penetrate fibrosis in recent granulations. 


Granulations change to a gray color when they 
become fibrous and should then be removed under 
local anesthesia. 

Filling of the cavity may be allowed to occur 
only after it is reasonably certain that sequestra 
resulting from the mechanical damage of the opera- 
tion have separated. 

Gauze packing is removed at the first dressing 
between twenty-four and forty-eight hours after 
operation. As a rule Sollman’s self-induction of 
analgesia by inhalation of chloroform was used at 
the first dressing. 

The effect of inefficient drainage may be localized 
to the healing walls of the cavity, but is usually 
more widely distributed in the bone. When practical, 
ambulatory treatment is the method of choice. 

In the lower end of the tibia it was found neces- 
sary in every case to open through the subcutaneous 
surface and establish through-and-through drainage. 

The article is summarized as follows: 

1. Cancellous tissue is one of the chief agents in 
the regeneration of bone, and like the cambium layer 
of periosteum, should be treated at operation in the 
most conservative manner consistent with thorough 
exploration and drainage. 

2. In regeneration the cancellous tissue nearest 
the mid-length of the bone grows most rapidly, 
whereas that in or near the articular extremities 
shows less readiness to proliferate and fill the cavity. 

3. Septic bone cavities should be permitted to 
heal from the bottom, the wound in the soft tissues 
being kept wide open until this has occurred. Dis- 
turbance of the cancellous tissue should be reduced 
to the] minimum and no “disinfection” of the 
cavity should be attempted for this will kill the 
remaining tissue from which regeneration is to be 
expected. 

4. Regenerating bone is very sensitive to pres- 
sure, even that of soft tissues and that due to 
inefficient drainage. It is not adversely affected by 
the ambulatory method of treatment. 

5. Compact bone plays a very minor part in 
regeneration. C. R. STEINKE. 


MacLeod, J. J. R., Self, A. R., and Taylor, N. B.: 
The Effects of Hot and Cold Applications on 
the Superficial and Deep Temperatures. Lan- 
cet, 1920, Cxcix, 645. 

The authors used rabbits in their carefully con- 
trolled experiments. It was found that normal 
temperatures were not affected by the local applica- 
tion of heat at a point distant from the thermometer. 

In taking the temperature intramuscularly below 
the sites at which the heat was applied, it was found 
that the penetration averaged more than 20 mm. 
When the heat was applied over the abdomen, no 
change in the rectal temperature occurred, but below 
this point on the inside of the abdomen the tempera- 
ture was increased 4 degrees centigrade and the 
amount of increase ranged inversely with the dis- 
— from the point at which the heat was ap- 
Puled. 
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In the experiments with cold the temperature 
curve moved in the opposite direction and the 
findings were as distinct as those in the experi- 
ments with heat. J. A. BucHanan. 


EXPERIMENTAL SURGERY AND SURGICAL 
ANATOMY 


Auer, J.: Local Auto-Inoculation of the Sensitized 
Organism with Foreign Protein as a Cause of 
Abnormal Reactions. J. Exper. M., 1920, xxxii, 
427. 

While testing the sensitiveness of a number of 
dogs which had been treated with horse serum 
some years previously, employing heavy doses of 
horse serum for the re-injections, the author 
observed that a peculiar oedema developed at the 
site of the operative wound in the inguinal region. 
This was noted about two days after the test and 
formed a fairly extensive, thick, brawny mass of 
tissue. There was no discharge from the wound. 
In order to explain this peculiar type of edema 
Auer assumed that the local reaction was anaphylac- 
tic and produced in the following fashion: 

A foreign protein (horse serum) having entered 
the circulation because of the re-injection, it is 
probable that a certain amount of this protein 
would pass into the tissues adjoining the wound 
during the development of the ordinary wound 
cedema following the operation. The amount of 
foreign protein acting locally was increased by the 
oozing of blood, serum, plasma, and lymph into the 
wound from the severed blood and lymphatic capil- 
lary channels, all of which contained the antigen. 
As the dogs were sensitized to this foreign protein, 
the skin and adjoining tissues were also sensitized 
and responded by an anaphylactic reaction to this 
local auto-inoculation of horse serum. 

To determine whether this working hypothesis of 
local auto-inoculation, which was new to him, would 
explain functional changes in any tissue capable of 
reacting anaphylactically, and to test its validity, 
Auer carried out further experiments. His findings 
and conclusions are summarized as follows: 

The skin irritant, xylol, applied to the ears of 
sensitized and re-injected rabbits often caused a 
severe inflammation with the formation of crusts 
and destruction of tissue. Dry gangrene of the 
entire ear tip resulted. 

The same agent applied in the same dosage and 
in the same way to the ears of normal rabbits, normal 
rabbits injected once with horse serum (serum con- 
trols), or rabbits which had been sensitized but not 
re-injected, caused only a mild inflammation with 
more or less cedema. The inflammation and oedema 
disappeared in two or three days. 

The ear lesions of the sensitized re-injected rab- 
bits which developed after the application of xylol 
were interpreted as a primary anaphylactic reaction 
This primary anaphylactic reaction was considered 
the result of a local auto-inoculation of the ear 
tissues with circulating antigen. The local auto- 
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inoculation was brought about by the irritant action 
of the xylol which caused an inflammation and 
cedema at the site of application. An anaphylactic 
reaction occurred because the inflamed tissues were 
more active metabolically than normal tissues and 
therefore the inflamed cells were affected by more 
antigen per unit of time than the normal cells. 
A subliminal concentration of antigen for non- 
inflamed, sensitized cells thus became effective where 
inflamed sensitized cells were concerned. 
Theoretically this process may occur in any 
tissue of a sensitized animal which can show an 
anaphylactic reaction, such, for example, as the 
intestines, lungs, heart, skin, nerves, arteries, etc. 
It is possible also that this interplay of conditions 
might explain a number of functional abnormalities 
in the human subject. G. E. Betsy. 


Marshall, E. K., Jr.: The Influence of Diuresis 
on the Elimination of Urea, Creatinine, and 
Chlorides. J. Pharmacol. & Exper. Therap., 1920, 
xvi, 141. 

The author studied the effects of the ingestion of 
large quantities of water—water diuresis—on the 
elimination of urea, creatinine, and chlorides by 
normal men and dogs. 

The urine volume is frequently increased twenty- 
fold or more. Creatinine is not increased to a 
measurable extent. Urea is increased definitely, 
but never more than two-fold. Chlorides are 
apparently increased, but the increase is variable 
and generally less marked than that of urea. 

The increase in urea and chlorides does not cor- 

‘respond to the maximum increase in water excre- 


tion; in fact, at the height of the diuresis, the 
chloride elimination generally decreases. 

During water diuresis the chlorides of the plasma 
may decrease, while the concentrations of urea and 
creatinine in the plasma do not vary appreciably. 

SAMUEL KAHN. 


Steinach, E.: Rejuvenation by Means of Experi- 
mental Invigoration of the Aging Genital 
Gland (Verjuengung durch experimentelle Neu- 
belebung der alternden Pubertaetsdruese). Berlin: 
Springer, 1920. 

In this article, which is illustrated with nine beau- 
tiful plates, the author gives the result of his ten 
years’ experiments “in re-invigorating the aging 
testicle to restore the attributes of youth.” 

The experiments were performed on the rat. The 
life of this animal averages between twenty-seven 
and thirty months and the phenomena of old age 
appear between the eighteenth and twenty-third 
month. These phenomena consist of a general 
decline in strength, emaciation, loss of hair, atrophy 
of the genitals, and in the male, a decrease in sexual 
libido and impotence. The author shows the atrophy 
of the genitals by excellent plates, and the senile 
atrophy of the testicle, consisting of retrogression 
of the semen-forming elements and marked disap- 
pearance of the Leydig cells, by photomicrographs. 
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By ligating the spermatic duct between the testicle 
and the head of the epididymis, Steinach was able 
to cause a remarkable regeneration of the Leydig 
cells, and these again formed gland complexes. The 
spermatic cells underwent complete atrophy whereas 
the Sertoli cells remained intact. Functionally this 
regeneration manifested itself in complete retrogres- 
sion of the phenomena of old age; the appetite 
returned, the weight increased, the hair grew again 
and became smooth, the animal became lively, and 
sexual potency returned, in some cases being even 
increased. There was complete regeneration also of 
the other genital organs. This change was brought 
about even by unilateral ligation. The offspring 
were normally developed and able to breed. 

In addition to experiments in autoplastic regenera- 
tion the author conducted successfully homoplastic 
experiments in which he implanted a testicle into 
the abdominai wall. Similar work has been done on 
man by Lichtenstern. 

In females Steinach effected rejuvenation by 
implanting ovaries into the abdominal wall. The 
senile females again came to heat, became preg- 
nant, and bore normal offspring which they were 
able to nurse. 

The autoplastic method was used by Lichten- 
stern with good results in the treatment of three 
men. In the cases of women, for whom only the 
implantation of ovaries is possible, no practical test 
could be made for obvious reasons. The author 
hopes to influence the ovaries favorably by proper 
X-ray treatment and is carrying out experiments 
with Holzknecht. JuENGLING (Z). 


ROENTGENOLOGY AND RADIUM THERAPY 


Denis, W., Martin, C. L., and Aldrich, M.: A Study 
of the Relative Toxic Effects Produced by 
Regional Radiation. Am.J.M.Sc., 1920, clx, 555. 


This article reports the results of a series of experi- 
ments undertaken to determine whether roentgen- 
ray intoxication is produced more easily and in a 
more severe form by raying certain parts of the body 
than when other parts are rayed. The experimental 
animals were rabbits. In different animals different 
areas of the body were subjected to the action of the 
rays, the lower abdomen, upper abdomen, chest, 
thighs, and lateral anterior and posterior parts of 
the abdomen. Rays backing up an 8-in. parallel 
spark gap filtered through 214 mm. aluminum were 
used at an 8-in. skin-anode distance. All of the 
animals received 200 ma. minutes exposure. Blood 
examinations were made at intervals before and 
after treatment to determine the white count, non- 
protein nitrogen, creatin and creatinin, fat and 
alkali reserve. The urine also was examined and on 
some of the animals autopsies were performed. 

The results showed that rabbits irradiated over 
the lower abdomen presented symptoms of intoxica- 
tion associated with rapid loss of weight and 
diarrhoea. The blood examination showed a rapid 
fall in the number of white cells with a subsequent 


approach to the initial number. In some of the 
animals there was an unmistakable increase in the 
non-protein nitrogen and a fall in the alkali reserve. 
In one instance a rise in blood fat was noted. The 
creatinin values remained unchanged. In other 
animals, however, there was no increase in the non- 
protein nitrogen or fat and no evidence of acidosis 
as judged from the standpoint of the alkali reserve. 
The urine was at all times free from albumin and 
casts and gave no reaction for acetone. In some of 
the animals injected areas in the large intestine 
were found at autopsy which on histologic study 
showed a complete loss of epithelium and masses of 
fibrin and leucocytes overlying the denuded sub- 
mucosa. None of the other viscera showed patho- 
logic changes. Animals rayed over the upper 
abdomen and laterally over the anterior and poste- 
rior parts of the abdomen showed symptoms identi- 
cal with those noted in animals in which the lower 
abdomen was exposed. Rabbits rayed over the 
chest and neck and one animal irradiated over the 
thighs showed no symptoms of intoxication. 

In order to rule out the possibility that the blood 
changes observed which were indicative of acidosis 
might be due to undernutrition, control animals 
were partially starved and examined. No evidence 
of acidosis was found in these animals. 

It was noted that toxic reactions were produced 
only in the animals in which areas including some 
portion of the intestine were irradiated, and that 
the intoxication so produced was always severe. 
Inasmuch as injury to the intestinal epithelium 
was not found in all of the animals experimented 
upon, the authors hesitate to attribute much import- 
ance to it; in fact, they are inclined to regard it as 
the result rather than the cause of the intoxication. 

Incidentally the experiments tend to disprove 
the theories attributing roentgen-ray intoxication 
to the inhalation of gases produced by the high- 
tension discharge, “‘roentgen toxins” in the blood, 
roentgen-ray nephritis, and changes in the enzymes 
of the gastro-intestinal canal. The fact that the 
majority of the rabbits which received heavy expo- 
sures over the intestines gave evidence of an acidosis, 
as shown by a fall in the alkali reserve and a rise in 
the fat and the inorganic phosphates of the blood 
suggests that acidosis may be a factor in “‘treat- 
ment sickness”’ following abdominal irradiation. 

ADOLPH HARTUNG. 


Bagg, H. J.: The Response of the Animal Organ- 
ism to Repeated Injections of an Active Deposit 
of Radium Emanation; Intravenous Injections 
in Dogs. J. Cancer Research, 1920, v, 301. 


Following intravenous or subcutaneous injections 
of an “active deposit” of radium emanation, the 
author found in the case of white rats that patho- 
logic changes had resulted in the liver, kidneys, 
spleen, bone marrow, etc. As the methods employed 
in these experiments were being used also in the 
treatment of certain types of cancer in man, it was 
decided to run a parallel set of experiments on a 
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larger animal, the dog, to determine the severity of 
the physiological reactions. ‘To this end the urine 
was analyzed each day, before and after the treat- 
ments; frequent blood counts and differential counts 
were made; the temperature and weight reactions 
were recorded; and the organs removed at autopsy 
were studied histologically. 

The active deposit of radium emanation used con- 
sisted of a solution the strength of physiological salt 
solution made by dissolving common salt upon which 
radium emanation had been deposited in sterile 
water. This solution contained all the properties 
of radium metal itself. 

The intravenous injections were effected as fol- 
ows: 

The dog was placed on its back on the animal 
board and held firmly in position. Its ear, previously 
shaved, was then warmed by several applications of 
hot cloths until the veins became prominent, when 
it was washed with alcohol and, by means of a fine 
needle and a 2 c. cm. Luer syringe, the activated 
solution was allowed slowly to enter the general 
circulation. About 2 c. cm. of solution were injected 
at each treatment. The syringe was covered witha 
lead shield to protect the fingers of the operator. 
Blood samples obtained from the ear were examined. 
The rectal temperature was taken each day, and at 
more frequent intervals during the period of treat- 
ment. The dog was weighed daily during the time 
when significant weight changes were noted. 
Throughout the experiment the injection of the 
active deposit was not repeated until the examina- 
tion of the urine showed that the metabolism of the 
animal had entirely recovered from the previous 
treatment. 

On the basis of the results of the investigation as 
a whole the author believes that in the intravenous 
use of the solution form of the active deposit of 
radium emanation as a therapeutic agent in cancer 
or other diseases it is necessary to keep in mind the 
fact that after an initial dose of such radio-active 
substance the animal organism is permanently 
altered and will not give the same reaction to a 
repetition of the initial dose. In the experiments 
reported the organism was able to compensate for a 
severe initial dose of the radio-active substance, 
but after a certain point had been reached the 
natural protective adaptations on the part of the 
organs affected became inadequate to meet the 
demands of the organism as a whole, and the effects 
of the intoxication were greatly increased. 

Large intravenous doses of an active deposit of 
radium emanation caused a considerable reduction 
in the number of white blood cells, which, following 
the initial dose, sometimes amounted to as much as 
80 per cent of the total number of erythrocytes. 
The simultaneous reduction in the number of red 
blood cells was only about 25 per cent. 

Repeated doses, amounting to a total of 338.4 mc. 
and given in four intravenous injections, apparently 
produced a very marked decrease in the number of 
circulating lymphocytes in the blood. 
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Digestive disturbances, such as severe vomiting 
and diarrhoea, followed large doses of the radio- 
active solution and were associated with a consid- 
erable reduction in the body weight. 

In several cases a rise in body temperature fol- 
lowed the treatments and suggested an adaptive 
reaction on the part of the organism to meet the 
toxic condition produced by the relatively sudden 
destruction of considerable cellular material. 

The metabolic changes as determined by the daily 
urinalysis showed that the larger injections of the 
radio-active solution were followed by very 
decided increases in the total nitrogen content of 
the urine, the urea, creatinine, uric acid, and total 
phosphates. 

Relatively small or moderate doses of the radio- 
active solution administered after the organism had 
been injured by a previous injection produced 
definite changes in the chemical content of the 
urine indicative of destructive changes within the 
organism, even when the metabolism was again 
normal. These injections were sometimes followed 
by gross symptoms of digestive disturbance. 

On histologic study of the organs considerable 
congestion in the principal viscera was evident. 
The liver showed a general fatty and granular 
degeneration; the kidneys, a granular degeneration 
of the tubule cells; and the spleen, considerable 
congestion. The splenic pulp was largely drained 
of cells. The bone marrow was devoid of lymphoid 
tissue, most of this tissue having been replaced by 
fat. In one animal there was extreme congestion in 
the pulp of the lymph nodes associated with a re- 
duction in the size of the lymph follicles. The lungs 
in one animal were normal, while those of the other, 
which received the larger dosage of the radio-active 
solution, were congested and showed slight signs of 
emphysema. The colon in one animal was mark- 
edly congested and showed signs of active mucus 
production. In the other organs no definite changes 
were observed. 
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When the active deposit of radium emanation 
was given intravenously as a therapeutic agent, 
great care was necessary to grade the dose according 
to the patient’s general physical condition, which 
was determined by frequent urine and blood analy- 
ses. If more than one dose was given during the 
treatment, the second dose was made smaller in 
accordance with the strength of the original dose. 

G. E. 


LEGAL MEDICINE 


Hysterical Blindness from Operation Compensable. 
Weber vs. George Haiss Mfg. Co. et al. (N. Y.), 1817 
Supp., p. 140. 


The claimant suffered an injury to his right eye 
which made its removal necessary. Simultaneously 
the sight of the left eye was almost wholly lost. 
No injury appears to have been done any portion 
of the left eye. The condition was diagnosed as 
traumatic neurosis or hysterical blindness. Inas- 
much as this was a result of the accidental injury 
of the right eye, a verdict was rendered in favor of 
the plaintiff. J. A. CAsTAGNINO. 


Accident and Sickness Insurance; ‘‘Confinement 
within the House.’’ Bucher vs. Great Eastern 
Casualty Co. (Mo.) 215 S. W. R., p. 494. 


In a policy of accident and sickness insurance it 
was provided that certain payments would be made 
if the insured suffered total disability confining 
him to his home. The insured became afflicted with 
a disease known as subacute congestion of the con- 
junctiva, associated with irritation of the iris and 
eczema of the eyes and eyelids. In the treatment 
of this condition exercise in the open air was pre- 
scribed. This advice was followed. Therefore, as 
the insured was not confined to the house, it was 
decided that he was not entitled to recover under 
the terms of the policy. J. A. CasTAGNINo. 


UTERUS 


Zaletel, R.: A New Method of Operating on a Pro- 
la Uterus: Anterolateral Colpovesicor- 
rhaphy with Colpomyorectorrhaphy (Nouveau 
procédé d’opération du prolapsus utérin; colpovési- 
corraphie antéro-latérale avec colpomyorectorraphie). 
Gynéc. et obst., 1920, i, 444. 


The method described has given good results in 
severe cases of uterine prolapse. 

A U-shaped incision is made in the anterior vagin- 
al wall and its anterior extremities are joined by a 
second incision. In this way two small oval openings 
and a short, wide, central strip are formed in the ante- 
rior wall of the vagina. The strip is then separated 
from the perivesical tissue and lifted as far as Paw- 
lik’s triangle. The vesicorrhaphy is done by approxi- 
mating the lateral surfaces of the bladder longi- 
tudinally and, in the Pawlik triangle, suturing in a 
circle. The median strip is then brought down and 
fixed by lateral and posterior sutures. This strip 
must be large enough so that it will not undergo 
necrosis. In the lateral vesicorrhaphy care must be 
taken to avoid touching the ureter with the needle. 

In the next step the posterior vaginal mass is 
separated from the perirectal tissues by a slightly 
curved incision in the vaginorectal fold, which, if 
necessary, is carried as far as the rectovaginal cul- 
de-sac. The deep perineal transverse muscle is iso- 
lated by sectioning it at the side of the tendinous 
center in such a way that its two upper layers are 
left. These layers are then sutured into a more or 
less solid musculofascial band. 

Section of the deep perineum exposes the anal 
levators which may be followed backward to the 
ischiorectal fossa, and the two levators thus exposed 
may also be sutured together. At the same time the 
needle may include the rectal and perirectal tissues. 
The two deep perineal transverse muscles are then 
sutured above the plane of union in the levators. 
A more or less extensive resection of the posterior 
vaginal wall completes the operation. 

The cicatrices being anterolateral, the median 
strip forms a supple point of support for the bladder. 
In the posterior colporrhaphy the author re-establish- 
es the two muscular beds which normally constitute 
the perineal floor by a double row of deep sutures. 

W. A. BRENNAN. 


Pfahler, G. F.: The Treatment of Uterine Fibroids 
and Uterine Hemorrhage by Means of Radium 
and X-Rays. N. York State J. M., 1920, xx, 321. 


The roentgen ray and radium are now recognized 
to be of value in the treatment of uterine hemor- 
thage and fibroids. In many of the larger clinics 
both in this country and Europe radiotherapy is the 
method of choice. The author at first used the 
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roentgen ray alone but later employed radium in 
addition. His results over a period of fourteen 
years have been most satisfactory. 

While in the control of hemorrhage it is probable 
that the action of the roentgen ray and radium is 
exerted chiefly on the ovaries, the author believes 
that this is not true as regards their action on uterine 
fibroids. He bases this conclusion on the fact that in 
many instances uterine fibroids present for a con- 
siderable time after the menopause have been made 
to disappear by radiation and in a case he reported 
with McGlinn the disappearance of the tumor was 
brought about without stopping menstruation. 

Treatment by radiation is indicated in: 

1. All cases of myoma in older women with 
advanced anemia which may be the cause of an 
anemic heart. 

2. The cases of either elderly or young women 
with marked organic heart disease, diabetes mellitus, 
chronic nephritis, marked lung disease, or goiter 
with cardiac symptoms. 

3. The cases of patients beyond the fortieth year 
of age in whom there is no contra-indication. 

4. The cases of young women with small tumors 
_ associated with inflammatory disease or hemor- 
rhage. 

5. Cases of uterine hemorrhage not due to con- 
stitutional disturbance. 

It should be given serious consideration also in 
all cases in which the alternative procedure is total 
hysterectomy. 

Contra-indications to treatment by radiation are: 

1. All cases of myoma in which the tumor is 
pedunculated or may be excised without destroy- 
ing the patient’s reproductive powers. 

2. Cases of fibroids believed to have undergone 
malignant degeneration or become gangrenous. In 
cases of malignancy operation is essential and 
should be followed by deep roentgentherapy. 

3. Cases of fibroids associated with disease of 
the adnexa. 

Special indications for the use of the roentgen 
rays alone are the cases of unmarried women in 
which there is some objection to the introduction of 
radium into the uterine cavity; cases in which a 
tumor lies in front of, behind, or entirely to one side 
of the uterus; and cases in which the administra- 
tion of an anesthetic is inadvisable. 

Indications for the use of radium alone are cases 
in which there is no contra-indication to the intro- 
duction of radium into the uterine cavity and cases 
of small fibroids associated with severe hemorrhage. 

Radium is a valuable adjunct to roentgentherapy 
because its rays exert their influence most markedly 
at the point where the action of the roentgen rays 
is weakest. The roentgen rays, on the other hand, 
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exert an influence upon the tumor higher in the 
abdomen. 

_ The author gives figures showing that in deep radi- 
ation radium delivers 2.6 per cent, and the X-rays 
12.75 per cent, of the skin dose at a depth of 10 cm. 
In other words, the proportion of the surface radia- 
tion which reaches a depth of 10 cm. is nearly five 
times as great when the X-ray is used than when 
radium is employed. 

Following radiation, hemorrhage may cease 
within a few days but ordinarily the first menstrual 
period is not much affected. The second period, 
however, is diminished, and the third practically 
always absent. The disappearance of a tumor 
begins after the first month and continues long after 
the treatment has been stopped. The pressure symp- 
toms associated with the fibroids are relieved, of 
course, as the tumor mass decreases. 

In his roentgen treatments the author uses 5 
milliamperes of current with a voltage correspond- 
ing to a g in. parallel spark gap, or approximately 
g0,000 volts applied at a focal distance of 10 in. for 
a period of twelve minutes and filtered through 6 mm. 
of glass and aluminum. The number of portals of 
entry is varied according to the size of the tumor 
but is usually between 2 and 16 on the abdomen 
and 2 and 4 in the perineal region. Such a course 
of treatment requires from a day to a week, depend- 
ing on the size of the tumor and the nature of the 
disease. 

The amount of radium employed varies between 
50 and 100 mg,., but is usually 50 mg. This is filtered 
through 4 mm. of silver, 1 mm. of brass and 1 mm. 
of rubber, or 4 mm. of gold and 1 mm. of rubber. 
First a cleansing douche is given. Tincture of iodine 
is then applied to the vulva and cervical canal, the 
uterus is gently dilated, and the radium inserted. 
The radium is retained in the uterine cavity by 
means of gauze packing and is left in place from 
twelve to twenty-four hours except in the cases of 
young girls when it is desired only to reduce the 
menstrual flow. In the latter type of case it is not 
left in place longer than three hours, the application 
being repeated if necessary. Following the treat- 
ment the patient is kept off her feet for twenty-four 
hours. When there is an intermenstrual flow a pre- 
liminary curettage is advisable. Radium treatment 
does not cause pain but is usually followed by a 
yellowish discharge lasting for several weeks. 

W. L. Brown. 


Burnam, C. F.: The Radium Treatment of Uter- 
ine Cancer. N. York State J. M., 1920, xx, 316. 


At the time the use of radium was first suggested 
for the treatment of uterine cancer radical hysterec- 
tomy, which had been employed for more than ten 
years, was falling into disrepute because it had been 
applied to cases already inoperable with the result 
that the successful results were obscured by many 
failures. The advent of radium brought a new solu- 
tion to the problem and immediately extended the 
range of operability in this condition. 
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In considering the indications of treatment it is 
necessary not only to classify uterine cancers as 
operable and inoperable but also to classify the 
inoperable growths into a number of subgroups. 
The necessity for such classification is apparent 
from the fact that cases with general metastases, 
involvement of the urinary bladder, parametrial 
fixation, local regional gland involvement, and 
recurrent cancers after operation are all grouped 
together as inoperable, although the indications for 
treatment and prognosis must vary greatly. 

The experience upon which this article is based 
covers a period of eleven years and represents the 
joint activities of Kelly, the author, and their 
associates. Up to one year ago they had treated 700 
cases of uterine, cervical, and vaginal carcinomata. 

In cases of cancer of the body of the uterus in 
which there is no fixation and no organic disease 
hysterectomy is the treatment of choice because 
radium cannot be used with sufficient precision. 
There is abundant evidence, however, as to the 
effectiveness of radium on adenocarcinoma of the 
uterine body. In a group of such cases in which the 
patient’s general health contra-indicated hysterec- 
tomy radium gave not only symptomatic relief but 
apparent cure continuing over several years. More- 
over, a cure obtained with radium was demonstrated 
on histological examination in several cases in which 
the uterus was removed later. 

When radium is employed in treating operable 
carcinoma of the body of the uterus the author 
states that it is given best in a single exposure 
the equivalent of 4 gram hours of radiation so dis- 
tributed that every part receives nearly the same 
treatment. Up to the present time, however, he 
has not seen a complete cure in a case of large inop- 
erable cancer of this class. 

In cancer of the vagina most clinics report opera- 
tive cures amounting to not much more than 1 or 2 
per cent. The author has seen only one operative 
cure. When the disease is advanced, radium alone 
should be used. Radium is nearly always beneficial; 
in 129 cases Burnam observed 15 complete 
cures, 4 of which lasted for over five years and 1 for 
nearly nine years. None of the 15 cases was early 
or operable. When the disease is superficial the 
arrangement of the apparatus should be such that 
each square centimeter of surface receives the equiv- 
alent of a gram thirty minutes of treatment. In 
cases of large fixed paravaginal masses this should 
be supplemented by burying points containing from 
2 to 50 millicuries of radium emanation. 

Cancers of the cervix are the most common and 
consequently the most important group under con- 
sideration. In addition to the operable and inoper- 
able subgroups Burnam describes a third repre- 
senting the borderline condition between the two. 
In this group the parametria are stiffened, the vag!- 
nal wall is extensively involved, or there is slight 
fixation to one side. 

Of 200 cases of borderline and inoperable cancers 
of the cervix treated five years ago, an apparent cure 
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was obtained in 53. Thirty of the 53 patients are 
still living and free from the disease. This repre- 
sents a complete cure of 15 per cent in a group of 
cancers in which not 1 per cent of cures, could be 
expected from any other method of treatment. 

As a whole, the results obtained in cancer of the 
cervix were as follows: 


Radiation alone—operable cases 
Radiation preliminary to operation 
Prophylactic radiation after operation 
Radiation in borderline cases 
Radiation in inoperable cases 
Radiation in recurrent inoperable cases 


While the anatomical structure and position of 
the cervix permits more intense radiation than is 
possible in most areas where epitheliomata occur, 
it has been observed that certain growths are very 
tolerant to this treatment. In such cases a cure may 
be obtained readily by extirpation and it is not a 
far step to assume that the same is true as regards 
cervical cancers. 

The author feels that an endeavor should be made 
to develop a systematic extirpation of the regional 
glands in cervical cancer similar to that employed 
in cancer of the breast, and that in the more ad- 
vanced cases the treatment of the local lesion should 
be limited to the use of radium and the removal of 
glands. 

Radium used injudiciously and excessively may 
produce very grave injuries. Over-radiation causing 
a burn sets up an endarteritis and limits the power 
of reproduction of the cells of all the tissues. In 
from four to ten months this results in the forma- 
tion of an ulcer which is very painful and closely 
resembles cancer. An ulcer of this type requires 
months to heal and is frequently followed by a 
vesical and rectal fistula. 

In conclusion Burnam states that after a clinical 
cure has been obtained it is not advantageous to 
remove a uterus which was inoperable previous to 
radiation. Such a procedure may not be followed 
by any ill effect but the results have not been as 
satisfactory as when operation was not performed. 
This may be due to the fact that cancer cells which 
remain quiescent for many years may be stirred up 
by trauma. W. L. Brown. 


Recasens, S.: Changes in the Technique of Apply- 
ing Radium in the Various Forms of Carcinoma 
of the Cervix (Veraenderungen in der Applica- 
tionstechnik des Radiums in den verschiedenen 
Formen des Cervixcarcinoms). Sitrahlentherapie, 
1920, xi, 189. 

This article is based on the author’s experience 
in the treatment of more than 400 cases of carci- 
noma of the cervix. He is unable to give the per- 
centage of cure as many of the cases have been 
under observation only a short time. His conclu- 
sions are as follows: 

Radium therapy is the best treatment for carci- 
noma of the cervix. The carcinomata with active 
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proliferation of cells are the most easily influenced. 
These are the fungous and papillary types. In their 
treatment the filter thickness may be reduced to 1 
mm. or less if the radium capsule is inserted so that 
it is surrounded by the cancer tissue. The ulcerous 
forms of carcinoma require larger doses and thicker 
filters. In the treatment of superficial cancers, 
those involving the vagina, and the laminated forms 
plate applicators are preferable to tubes. The in- 
filtrating and nodular forms require especially high 
dosage and thick filters. 

Definite leucopenia is a contra-indication to 
radium treatment. Leucopenia may be influenced 
favorably by diathermic treatment of the spleen. 
The reaction of cancer cells to radium is increased 
by the intravenous injection of colloidal copper. 
The author was unable to obtain favorable results 
with the local use of methylene blue, pyocyanine, 
eosin, and colloidal metal solutions. Medium doses 
of radium given at intervals of eight or ten days 
are better tolerated than massive doses given at 
greater intervals. The combination of radium and 
X-ray treatment is to be recommended in every case. 

O. MEYER (Z). 


Shaw, W. F.: Wertheim’s Hysterectomy for Ad- 
vanced Carcinoma of the Cervix Made Possible 
by the Use of Radium. Proc. Roy. Soc. Med., 
Lond., 1920, xiii, Sect. Obst. & Gynec., 191. 


The greatest advance in the treatment of carci- 
noma of the cervix was the adoption of the radical 
or Wertheim operation in place of the old-fashioned 
vaginal or pan-hysterectomy. In a small percentage 
of cases it is possible to obtain a definite cure with 
the Wertheim operation. The chief cause of failure 
is the late stage at which the gynecologist is con- 
sulted. 

The next great step in the treatment of cervical 
carcinoma was the use of radium. Radium therapy 
may render inoperable cases operable. When this 
treatment is not followed by operation, however, 
the marked improvement noted usually does not 
last for more than a year. 

Shaw reports 8 cases treated with radium and the 
Wertheim operation. One of these patients died 
from the effects of the operation, 2 had recurrences 
before the end of the second year, and 5 are still 
without signs of recurrence at periods varying from 
less than one year to three years after the operation. 

The technical difficulties of the operation are 
greatly increased by the use of radium as the latter 
replaces the original carcinomatous growth with 
cartilaginous tissue. 

The radium treatments were given by Burrows. 
Five or more tubes were buried in the cervix and 
surrounding tissues so that a large dose might be 
given with minimal local necrosis. The largest 
possible dose was employed. 

Burrows states that uniformly good results cannot — 
be obtained with less than 120 mg. of radium metal 
or millicuries of emanation for twenty-four hours. 
With the emanation tubes he uses a screen of pointed 
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platinum o.3 mm. in thickness and as a rule places a 
large silver screened tube in the center of the cervix. 
While the growth should be cleaned as much as 
possible before the radium treatment, cauterization 
or the use of the curette is unnecessary. A daily 
vaginal douche should be insisted upon for six 
weeks after treatment in order to prevent vaginal 
adhesions. 

Of 150 cases of carcinoma of the uterine cervix 
considered hopeless and inoperable, 20 per cent 
came within the range of surgery after radium 
treatment. W. L. Brown. 


ADNEXAL AND PERI-UTERINE CONDITIONS 


Davis, J. E.: Protective Changes in the Oviduct. 
J. Michigan State M. Soc., 1920, xix, 429. 


Thirty selected specimens of oviducts repre- 
senting 21 pathologic types were studied. A close 
correlation of the case histories, operative findings, 
gross tissue changes, and histologic pathology in 
different parts of the tube was made to determine 
the nature of the protective changes against the 
destruction of tubal function. The pathological 
conditions included: mixed chronic salpingitis 
following abortion; late acute salpingitis, mixed 
infection, following abortion; gonococcic pyosal- 
pingitis, fibro-cystic; slight inflammatory change; 
tubercular salpingitis; late subacute salpingitis of 
two years’ duration; early chronic salpingitis of three 
years’ duration; tubal pregnancy and salpingitis; 
chronic salpingitis with calcification and preg- 
nancy; hydrosalpinx; receding chronic gonococcic 
salpingitis; chronic salpingitis of five years’ duration; 
chronic gonococcic salpingitis with partially inverted 
fimbriz; double hydrosalpinx with carcinoma of 
the cervix uteri; chronic salpingitis with calcified 
appendix; bichloride of mercury poisoning; fallopian 
tube in alarge fibroma of the uterus; chronic gono- 
coccic salpingitis with multiple lumina; oviducts of 
a child at birth; embryonic foldings in the tube of 
an adult woman, uterus carcinomatous; and in- 
fection of the distal portion of a fallopian tube 
from the appendix vermiformis by peritoneal con- 
tact. 

Thirty scale drawings were made of the gross 
specimens with markings to show the positions of 
the sections taken for microscopic study. Many 
interesting changes are shown by photomicrographs 
and free-hand drawings. 

The character of the specific function required 
of the uterine tubes involves a very efficient pro- 
tection. The somatic function is always second- 
ary to reproduction, and tubal pathology is a 
process for the preservation of the open lumen and 
ostia. 

Until puberty, the embryonic tubal folds cause 
an efficient occlusion. After this period the ostia, 
controlied by specific muscle arrangement and 
enervated through ovarian and uterine connec- 
tions or through the sympathetic connections from 
mucosa to serosa, may open or close, remain open 
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or continue partly or wholly closed, whichever best 
preserves the ultimate function of the organ. The 
interval constrictions so frequently observed may 
be imitative of the primary form of protection. 

The proximal ostium is only 1 or 2 mm. in 
diameter with a few simple primary folds which 
are surrounded by a strong circular and collar-like 
layer of involuntary muscle bundles. The distal 
or abdominal ostium is of more complicated struc- 
ture because of its higher function. 

The many compound folds within the base of 
the ampullar formation and the long grooved, pro- 
jecting mucosa-to-peritoneum construction with its 
mesothelial stroma and longitudinal muscle retract- 
ing, contracting, and relaxing structure provide for 
at least two forms of closure, one with, and one 
without, withdrawal of the fimbrix. A physiological 
closure doubtless obtains when the reproductive 
cells are not demanding tubal function. This 
closure is obtained by unison contraction of longi- 
tudinal and circular muscle fibers. The former are 
relatively much more abundant than the latter and 
consequently are the controlling part of the closure 
mechanism. 

A pathologic closure involves the additional factors 
of a hypertrophic and hyperplastic tubal wall with a 
sectional or complete inclusion of its entire struc- 
ture. An old and thick fibrous peritoneal coat may 
limit expansion. The mucosal folds may be changed 
by lateral or end fusings, by extensive intra- and 
inter-infiltration processes, or by hypertrophic, 
hyperplastic, and atrophic stromal changes. An 
endosalpingitis or perisalpingitis may not specifi- 
cally designate the anatomical distribution of the 
morbid changes. It is evident that the fimbrie are 
retracted rather than inverted within the tubal 
lumen for in the same plane and with the same 
relative base attachments ruge and fimbriez may 
be seen. The delicate mesothelial type of stroma 
in the fimbriz indicates the facility with which a 
diminution in size of this structure may take 
place. 

The persistence of the lumen and the preserva- 
tion of the epithelium was quite remarkable in the 
extensively deformed specimens studied. There 
was but little desquamation, and flattening of cell 
nuclei occurred only where the surrounding change 
was very severe. An exception to this was seen in 
the case of bichloride of mercury poisoning where 
the only efficient protection possible was accom- 
plished by a uniform destruction of the entire 
epithelium. The relatively larger size and greater 
number of epithelial cells in the distal portion of 
the tube provides for a larger fluid production just 
where it is most needed for the protection and 
propulsion of the germ cells. An excess of secretion 
excited by pathogenic organisms may exert a diluting 
power and stimulate muscle contraction closure of the 
ostium and muscle propulsion toward the proximal 
end of the tube. 

The proximal ostium is a short transition from 
the uterus to the tubal structure. Its very efficient 
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long valve constructed of strong muscle fibers and 
primary folds is an interesting contrast to the 
ostium abdominale. It is a mistake to assume that 
this ostium is a valve consisting of a few narrow 
muscle fibers. Cross-sections of the uterine cornu 
and first portions of the tube demonstrate its 
extent. 

If not associated with tubal pregnancy, the out- 
ward, backward, downward, and inward position 
of the tube found in the great majority of patho- 
logic processes is of signal importance for protec- 
tion. Rest, the first essential for tissue repair, is 
obtained by splinting against the ovary and uterus. 
When this is done the abdominal ostium becomes 
intimately adherent to a peritoneal surface, and ina 
position which favors a decrease in the blood supply 
and atrophic changes. 


Contreras, J. R.: The Treatment of Salpingitis 
(Tratamiento de las salpingitis). Rev. espan. de 
med. Y cirug., 1920, iii, 409. 

Gonorrheea is an etiological factor in 80 per cent 
of cases of salpingitis, and tuberculosis, in from 
3 to 4 per cent. Puerperal sepsis is another cause. 
Some authors estimate that the infection of the 
tubes is secondary to appendicitis in 22 per cent of 
400 patients operated on for salpingitis. Tubercu- 
lous salpingitis is secondary to some other focus in 
the body. Pyogenic salpingitis is becoming less 
frequent as obstetrical technique is improved. The 
incidence of gonorrhceal salpingitis, however, is as 
great as one hundred years ago. The infection is 
found most commonly during the puerperium. 

Salpingitis has been treated surgically to a very 
large extent and the abuse of such treatment is 
realized by many. The author has operated in only 
about 24 cases among several hundred as he believes 
surgical treatment is harmful unless the cases are 
carefully selected. Conservative methods should 
always be tried first. 

In cases of acute salpingitis the patient should be 
put to bed and treated with cold packs to the hypo- 
gastrium and saline cathartics. Strong catharsis, 
vaginal douches, etc. are contra-indicated. In the 
subacute stage cold applications should be replaced 
by hot applications. The patient may be allowed 
out of bed when the fever has subsided and the 
pains have ceased. In chronic cases in which there 
is no fever or sign of acute inflammation, tampons 
moistened with glycerin and ichthyol may be 
inserted in the posterior vaginal pouch on alter- 
nating days. After the removal of the packing the 
patient should take a sitz bath. Vaginal douches of 
hot saline solution may be given twice daily. The 
author lays great emphasis on the importance of 
hot applications both within and outside of the 
vagina. 

The tendency in surgical treatment is to remove 
all the pelvic organs and in many instances this is 
necessary. Drainage should not be employed in 
laparotomies for pelvic inflammatory diseases. 

Pio BLANCo. 
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Stajano, C.: The Phrenic Reaction in Gynecology 
(La reacci6n frénica en ginecologia). Semana méd., 
1920, XXxVii, 243. 


The author has observed clinically that gonococcal 
and streptococcal infections of the female genital 
tract give rise to a phrenic reaction. In the case of 
the gonococcus, the infection is propagated through 
the lymphatic route and the reaction is merely a 
simple congestion of the phrenic serosa. Strepto- 
coccic infections spread through the blood and cause 
lesions which are more severe. In such cases the 
phrenic reaction is a true high subdiaphragmatic 
lymphangitis of pelvic origin. This condition may 
be observed in women who, at menstrual or other 
periods, suffer an exacerbation of a parametrial or 
other pelvic process. The chief symptom is spon- 
taneous and provoked pain throughout the costal 
border at one side of the thorax with maximum 
intensity at the lowest point of the diaphragm. The 
pain simulates the pain of an inflamed gall-bladder 
for as a rule it radiates to the shoulder and arm. In 
some cases there is vomiting and diaphragmatic 
paralysis. Fever is slight and the pulse is little 
changed. The facies is that of a peritoneal reaction. 

Both the temporary congestion and the subperi- 
toneal lymphangitis express the reaction of the higher 
abdominal regions. In the cases observed by the 
author a subphrenic abscess developed in only one 
instance. 

The article contains typical case reports. 

W. A. BRENNAN. 


Meredith, F. L.: Functional Menstrual Disturb- 
ances. Surg., Gynec. & Obst., 1920, xxxi, 382. 


In this article the author reports the excellent 
results obtained in the treatment of more than 
2,000 college girls suffering from functional men- 
strual disorders by measures directed solely to the 
correction of hygienic errors and physical under- 
development plus the discontinuance of invalid 
habits at the time of the periods. 

Readjustment of the mind toward the menstrual 
function whereby menstruation is not considered or 
called “‘sickness”’ but accepted as a natural phenom- 
enon is stated to be the chief factor in the improve- 
ment. 

Pelvic examination was not deemed necessary in 
95 per cent of the cases, and was not necessary in a 
single instance later. The treatment instituted in 
98 per cent of this number was that of general and 
special hygiene. General hygiene, including the 
changing of the mental attitude mentioned, con- 
sisted of increasing the bodily vigor in every way 
in which it was found necessary. In some cases an 
increase of weight improved the function of the 
pelvic organs and relieved the symptoms. General 
improvement in the circulation was responsible for 
many cures. In regard to some of these cases the 
author states that the result was attained so prompt- 
ly that if it was reported exactly as it occurred the 
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statement would sound like a patent medicine 
advertisement. 

In about half the number of cases constipation 
was marked and was considered the cause of dys- 
menorrhoea by reason of the associated pelvic con- 
gestion. Cathartics were replaced by diet and exer- 
cise especially adapted to relieve the constipation. 
In the cases in which dysmenorrhcea was not asso- 
ciated with constipation weak abdominal muscles 
with ptosis of the viscera, poor circulation, etc. were 
discovered. Generally weak musculature was found 
in some girls while others of athletic type had sur- 
prisingly weak recti and oblique muscles. Metror- 
rhagia and menorrhagia were sufficiently benefited 
to warrant a trial of this treatment if other causes 
are excluded. When infection was excluded the 
same methods gave excellent results in cases of 
leucorrhoea. Physical training was carried out under 
the direction of a physician and a physical director. 
The methods used are enumerated in detail. 

Considerable objection was found to the wearing 
of a corset. No harmful results followed when the 
girls were allowed to go to the gymnasium, play 
tennis, skate, etc. during the menstrual period. 
Even cold baths, if the daily habit, were permitted 
during menstruation without ill results. 

Attention is drawn to the fact that while ten years 
ago 75 per cent of college girls suffered from dys- 
menorrhcea, today only 17 per cent are so troubled. 
The author believes the explanation of this to be: 
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(1) an improved attitude of the mind on the part 
of girls toward the menstrual period, (2) the increas- 
ing tendency not to forego usual activity during 
the period. W. H. Cary. 


Deelman, H. T.: Cancer and Marriage (Cancer et 
mariage). Gynéc. et obst., 1920, i, 493. 


The author has made an extensive statistical study 
of the localization and frequency of cancer of the 
uterus in relation to marriage and the number of 
children. On the same basis he has investigated also 
the relative frequency of cancers of the breast, liver, 
and stomach. The conclusions drawn from this study 
are as follows: 

1. After the fortieth year of age cancer of the 
breast is more frequent in unmarried women than 
in married women. 

2. Cancers of the stomach, liver, and uterus are 
more frequent in married women than in unmarried 
women. 

3. Cancer of the corpus of the uterus generally 
occurs at a more advanced age than cancer of the 
vaginal portion. 

4. Cancer of the corpus of the uterus is more fre- 
quent among women who have not borne children, 
while cancer of the vaginal portion of the uterus is 
more frequent among those who have borne children. 

5. It is not the number of children but the fact of 
childbirth which plays a part in the development of 
carcinoma. W. A. BRENNAN. 


PREGNANCY AND ITS COMPLICATIONS 


Agusti y Planell, D.: The Social Aspect of Syphilis 
in Obstetrics for the General Practitioner (La 
cuestién social de la sffilis en obstetricia para el 
médico general). Arch. de ginec., obst. y pediat., 
1920, Xxxiii, 197. 

Of 466 obstetrical cases observed clinically by the 
author during 1918 syphilis had been acquired during 
pregnancy in 23 and before pregnancy in 15. There 
were 4 abortions at the sixth month, 26 premature 
births, 17 still-born foetuses, and 21 living foetuses. 
Seven of the children born alive died later in the 
clinic. 

The author discusses the effect of syphilis on 
pregnancy and describes the methods by which it 
may be detected in the mother and feetus. 

Specific treatment of every case of syphilitic preg- 
nancy is urgent whether the syphilis is congenital or 
acquired. The author prefers the use of gray oil and 
novarsenobenzol. The gray oil is injected intramus- 
cularly, the mouth being examined frequently in 
order to prevent mercurial stomatitis. The novar- 
senobenzol is injected intravenously in small doses 
if the respiratory, circulatory, and renal function are 
satisfactory. 

In the treatment of the new-born for syphilis the 
author uses mercurial ointment exclusively, sal- 
varsan and its derivatives being contra-indicated 
because of their toxicity. 

It is the duty of the obstetrician who has attended 
a syphilitic mother to insist on the treatment of 
both the mother and the child and to point out the 
dangers in future pregnancies if such treatment is 
neglected. If necessary, a threat of legal inter- 
ference should be made. Legal action is warranted 
also when a syphilitic nurse pursues her occupation 
or a healthy nurse is exposed to contagion by the 
nursing of a child with demonstrated syphilis. 

W. A. BRENNAN. 


Schwaab, A.: The Radiographic Diagnosis of Su- 
perfeetation (A propos de la superfétation; diag- 
nostic étayé sur la radiographie). Presse méd., Par., 
1920, XXxvili, 677. 

The possibility of superfcetation has been the 
subject of much controversy. In a case of twin 
births observed by the author the first child weighed 
1,900 gm. and was apparently premature, but the 
second, of different sex, which was born half an hour 
later, weighed 2,850 gm. and was apparently born 
at term. The pregnancy was bivitelline, there being 
two distinct placental masses united by a large mem- 
branous pedicle. Because of the striking difference 
between the twins the author examined them with 
the X-ray in order to determine the condition of the 
lower epiphysis of the femur. It is known that ossi- 
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fication of this epiphysis occurs in the last fifteen 
days of intra-uterine life and its presence indicates 
that the foetus is fully developed. In the first twin 
studied this ossification was entirely lacking but in 
the other it was present. The author therefore con- 
cludes that there was a difference of at least one 
month in the intra-uterine life of the twins and that 
this was a case of superfcetation. 

As twins of exactly the same intra-uterine age 
may differ greatly in weight at the time of birth, 
an X-ray.examination is necessary to establish the 
occurrence of superfoetation. W. A. BRENNAN. 


Bourne, A. W.: A Case of Spontaneous Rupture 
of the Uterus Following an Administration of 
Pituitary Extract. Proc. Roy. Soc. Med., Lond., 
1920, xiii, Sect. Obst. & Gynaec., 205. 


The patient was a 12-para with normal pelvic 
measurements and a history of normal previous 
labors, whose last child was born two years ago. 
When the os was fully dilated and the head was on 
the perineum, % c. cm. of pituitary extract was 
given hypodermically as the pains were ineffectual. 
One hour later very severe pains began, the patient 
gave a sharp cry, and at once went into extreme 
shock. She was immediately removed to the hos- 
pital where restorative measures were instituted. 
Her general condition having been improved, the 
child’s head was removed by perforation and cutting 
through the neck. The manipulation of delivering 
the head, however, caused a second sudden and 
very severe collapse and the patient died four 
hours after the administration of the pituitrin. 

The autopsy revealed the child’s trunk and the 
placenta free in the abdomen, the uterus being 
retracted behind it, and a large quantity of free 
blood. In the peritoneum of the anterior leaflet 
of the broad ligament was a tear 7 in. long, open- 
ing up the uterovesical pouch anteriorly. In the 
uterine wall was a tear 5 in. long, beginning at the 
left lateral wall of the lower segment and extending 
downward and inward to the cervix. Sections at the 
site of the lesion showed an extreme degree of 
fibrosis and very few muscle fibers. C. H. Davis. 


McGlinn, J. A.: Extraperitoneal Czsarean Sec- 
tion. Am. J. Obst. & Gyncc., 1920, i, 45. 


The author discusses the history of cesarean sec- 
tion up to Nicholson’s review in 1914 and states 
that since 1914 very little has been written on the 
subject. 

The disadvantages of the classical cesarean sec- 
tion are summarized as follows: 

1. In the non-elective cases the maternal mor- 
tality is higher than in the elective cases. The mor- 
tality increases with the length of labor prior to 
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operation, the rupture of the membranes, the num- 
ber of vaginal examinations, and the attempts at 
vaginal delivery. The mortality is dependent upon 
infection, usually peritonitis. 

2. Rupture of the uterus in the site of the scar 
in subsequent pregnancies and labors is relatively 
frequent. 

3. Adhesions are formed between the uterus and 
the abdominal wall. 

4. The abdominal scar is unsightly and there is a 
possibility of incisional hernia. 

5. Postoperative intestinal complications may 
develop. 

The advantages of the two types of extraperitoneal 
operation are summed up as follows: 

1. As the peritoneal cavity is not opened and 
is isolated from the field of operation, the danger 
from infection is less and therefore these operations 
are better adapted to infected or supposedly infected 
cases. 

2. If the uterus ruptures in the site of the inci- 
sion in subsequent pregnancies or labors it is of ao 
material consequence and there is no danger from 
the formation of peritoneal adhesions. 

3. The scar is not unsightly and there is little 
possibility of incisional hernia. 

4. There are no postoperative intestinal compli- 
cations. 

5. Hemorrhage during the operation is slight. 

The disadvantages of the extraperitoneal opera- 
tion are: 

1. It is unquestionably more difficult and time- 
consuming than the classical cesarean section. 

2. On account of the time it consumes it is not 
applicable to the rare case in which speed is neces- 
sary to save the child. 

3. There is danger of injury to the bladder and 
ureter. This accident has been referred to frequently 
in the literature. 

4. It is not applicable to cases of placenta previa. 

5. It has no place in the frankly infected case. 

6. In clean cases in which there is a pusitive 
indication for section it is usually not possible to 
repeat the same operation (extraperitoneal). 

7. Its morbidity is high. In 298 cases the mor- 
bidity was 30.7 per cent, and the condition in 25 per 
cent of these cases was due to infection. 

C. H. Davis. 


LABOR AND ITS COMPLICATIONS 


Pierce, G. H.: Outlet Pelvimetry. Med. Rec., 1920, 
XCVIM, 723. 

Outlet pelvic mensuration is so important and yet 
is so little understood and practiced (in general) that 
its principles cannot be too often brought before the 
medical profession. It concerns every physician 
who attends women in childbirth to know the size 
of the pelvis, both its inlet and its outlet. 

Description of the Pelvic Outlet—By the term 
“outlet” is meant the bony outlet. This comprises 
the two planes which may be considered practically 
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as one area bounded by the pubic arch and the 
immovable anterior tip of the sacrum. When this 
area is too small, a child’s head which normally fits 
under the pubic arch cannot pass uninjured. It is in 
such cases that the forceps are so often used with 
destructive effects to both the child and the mother. 
If knowledge of the limited area is gained before- 
hand, as it can be gained by measuring antepartum 
or even in the early part of labor, other means of 
delivery may be substituted. The attempt to drag a 
head through a pelvis that is too narrow is not 
warranted. We may not be able to measure the 
child’s head accurately, but we can tell by measuring 
when a pelvis is too small for any head to pass. 

The Pelvic Diameters.—The transverse diameter of 
the pelvic outlet is the distance between the lowest 
innermost margins of the tuberosities of the ischium. 
In the living, this is normally 10.5 cm. 

The distance from the transverse diameter to the 
anterior tip of the sacrum is the posterior sagittal 
diameter; the distance in a straight line from the 
center of the transverse diameter to the subpubic 
arch is the anterior sagittal diameter; and the 
distance from the subpubic arch to the anterior tip 
of the sacrum is the anteroposterior diameter of the 
pelvic outlet. Geometrically these lines form a 
triangle. 

In funnel pelves the available outlet is practically 
between the transverse diameter and the anterior 
tip of the sacrum: 

If the transverse diameter is 
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The head of average size will pass the outlet if the 
transverse diameter is 8 cm. or above and the pos- 
terior sagittal is 7.5 cm., the normal length. 

In pelves of normal size the subpubic arch is wide 
enough for the head to pass immediately beneath it, 
but when the pubic arch is narrow the head must 
pass, if at all, below the arch at a distance down the 
pubic rami which varies according to the degree of 
narrowing. In order that this may be possible, the 
tip of the sacrum must be located farther back than 
it is in its normal position. If there is sufficient com- 
pensation, a new available outlet is formed, the 
transverse tubero-ischial diameter being substituted 
for the pubic arch and the posterior sagittal diameter 
being substituted for the anatomical anteroposterior 
diameter. 

To Measure the Pelvic Outlet Diameters.—The 
pelvic outlet diameters are the tubero-ischial or 
transverse, the posterior sagittal, and the antero- 
posterior. The transverse measurement is made 
between the lowest inner margins of the tuberosities 
of the ischium. The anteroposterior is measured 
from the subpubic arch within the vagina to the 
tip of the sacrum posteriorly, 1 cm. being deducted 
to allow for the thickness of the sacral tip. The 
posterior sagittal diameter cannot be measured 


9 
10 


OBSTETRICS 


directly, but may be approximated by carrying the 
tip of the pelvimeter backward over the tissues to 
the tip of the sacrum posteriorly and subtracting 1 
cm. to allow for the thickness of the tip. It is im- 
possible to measure this diameter without having a 
fixed transverse base line. The instrument presented 
in Fig. 1 furnishes a base and measures a transverse 
of from 6 cm. to 11 cm. and the other diameters as 
required. Figures are placed conspicuously at 8 cm. 
on the transverse rod and at 8.5 cm. on the curved 
rod to fix the attention upon these points because 
they represent limits between which the head may 
pass. 

The instrument is regulated by a screw action. 
The caps screw out and in, and the curved rod 
screws up and down through the transverse rod. The 
scale on the rods is marked at % cm. intervals. To 
measure 7, 8, 9, 10 cm., etc. on the transverse rod, 
the screw caps are placed at corresponding figures on 
each side of the central rod to indicate the increase or 
decrease of 1 cm. 

The normal length of the transverse tubero-ischial 
diameter as measured in the living subject, i. e., over 
the tissues, is 10.5 cm., and the normal length of the 
posterior sagittal diameter is 7.5 cm. Spontaneous 
birth of the head is still possible when the tubero- 
ischial diameter is shortened to 8 cm. if the posterior 
sagittal remains 7.5 cm. If the tubero-ischial 
diameter is shorter than 8 cm., the head will not pass 
unless the posterior sagittal is lengthened. 

At the distance of 8.5 cm. from the tip of the 
curved rod on the pelvimeter in a straight line the 
figures 814 are placed because the measurement from 
this point on the cross bar to the tip of the sacrum 
externally, less 1 cm., represents the normal length 
of the posterior sagittal diameter, 7.5 cm. (the 
measurement to the tip of the sacrum internally). 
The posterior extremity of the true sagittal diameter 
is at the tip of the sacrum on its anterior surface 
internally, so that 1 cm. must always be subtracted 
from the distance actually measured externally. 
Other figures up to 13.5 cm. are similarly placed on 
the rod at 1 cm. and 1%4 cm. intervals. These indicate 
the other distances to which the posterior sagittal 
diameter must be lengthened to compensate for 
the variations in shortening of the tubero-ischial 
diameter. Thus if the reading for the posterior 
sagittal is 8.5 cm., the actual diameter is 7.5 cm. 

Place the patient in the dorsal or lithotomy posture 
ken the tip of the sacrum well over the edge of the 
table. 

Palpate the ischial rami downward with the 
thumbs to the lowest innermost limits of the tuber- 
osities of the ischium at about the level of the anus 
to estimate the transverse diameter. 

Hold the bar of the pelvimeter, which now meas- 
ures the transverse diameter, in position, and meas- 
ure the posterior sagittal diameter by bringing the 
tip of the curved rod around to the tip of the sacrum 
and subtract 1 cm. from the distance measured. For 
trial, the upper margin of the transverse rod may be 
fixed on the perpendicular rod at the 8.5 cm. mark. 
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Fig. 1. Represents the new instrument set for the first 
tryout (8x 8%). 


Before measuring the posterior sagittal diameter, 
lay the instrument aside for a moment and palpate 
the coccyx to locate the tip of the sacrum. Keep a 
finger here or mark the point with a small strip of 
adhesive plaster. Replace the upper margin of the 
transverse bar at the tubero-ischial level and see if 
the tip of the perpendicular curved rod with the 
transverse fixed at the 8% cm. mark on the per- 
pendicular rod will swing around to the tip of the 
sacrum; if it does, the length of the posterior sagittal 
diameter will be 7.5 cm., the normal length. If it 
does not reach this point, screw the rod down or up 
until it reaches it, and note its length. 

To Locate the Tip of the Sacrum.—If the tip of the 
sacrum is not easily felt externally, palpate the coccyx 
by introducing the index finger of one hand into the 
vagina, making counter-palpation with one or two 
fingers of the other hand on the outside. The rectum 
shouldbe empty. The coccyx is composed of four 
bones which, in the author’s experience, are partially 
movable, especially in young subjects. 

The coccyx is about 14 in. long (3 cm.). There- 
fore, on the basis of its usual length, its upper ter- 
mination will be approximately 114 in. above its tip. 

Do not forget to measure the occipitofrontal . 
diameter of the child’s head through the abdominal 
wall (normal 11.50 to 11.75 cm.) and subtract 2 cm. 
which will give approximately the bi-parietal diam- 
eter (normal 9.25 to 9.50 cm.). 

Instead of subtracting 1 cm. in measuring the 
posterior sagittal diameter, the actual measurements 
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Fig. 2. Represents the new pelvimeter measuring a 
transverse diameter of 9.5 cm. and a posterior sagittal 
diameter of 614 cm. The upper margin of the transverse 
bar of this instrument rests at the transverse of the outlet, 
it being more satisfactory to push the upper margin of 
the ends up against the tuberosities when measuring. 


to the outside tip of the sacrum which are necessary 
in order that the head may come through the outlet 
may be substituted. A table for immediate com- 
putation without subtracting would read as follows: 


AVAILABLE OuTLet BY Direct MEASUREMEN{L 
Transverse diameter 
8 cm., distance to outside tip of sacrum must be 8.5 cm. 
7 “ “ “« “ “ “ “ 
6.5 “ “ 
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This means that if: 

Transverse diameter is 
8 cm., the posterior sagittal would be 
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85—1I= 7.5 cm. 
9 -1=8 * 
9.5-1= 85 “ 
10 —-1=9 “ 
—1=10 “ 
Phillips, J.: The Induction of Premature Labor; 
Its Scope and Present Results. Lancet, 1920, 
CXCIx, 741. 
The operation for the induction of premature 
labor is of English origin, being done first in 1756 
by Macaulay. A similar operation was not per- 


formed in France until 1831, probably because of 
religious objection to it. The early operation con- 
sisted of rupturing the membrane with a stilette. 
Later efforts were directed toward less dangerous 
methods, including the use of sponge tents by 
Kluge, the injection of carbonic acid gas by Simp- 
son and Scanzoni, hot vaginal douches by Kiwisch, 
separation of the membranes in the lower uterine 
segment by Hamilton, the injection of creosote water 
by Cohen, and the injection of glycerin by Peltzer. 
These methods, however, led to disastrous results. 
Dilatation of the cervix by sponges, laminaria, and 
India rubber bags placed in the cervical canal led 
de Ribes in 1888 to design his variety of dilating 
bags. With regard to drugs, the author states, “I 
believe it is now generally acknowledged that no 
known drug will initiate uterine labor pains, but 
that when these are once started, ergot, and more 
recently pituitrin, the latter especially, have the 
power of insuring their continuance, and indeed, of 
adding to their potency.” 

The use of the sponge tent is the most dangerous 
means of inducing labor. The laminaria tent, which 
may be kept aseptic in a 1:1,000 alcoholic solution of 
mercury, both softens the cervix and dilates it. The 
author inserts from one to three of the long lamin- 
aria tents into the cervix, removes them in eighteen 
hours, and then inserts the small de Ribe’s bag. The 
importance of the weighted bag is emphasized. 

Premature induction is indicated by conditions 
such as contracted pelvis, acute albuminuria, com- 
plicating fibroids, placenta previa, and cardiac 
disease. 

In 161 cases reported there were 7 maternal 
deaths (4.3 per cent). Of the 164 children in these 
cases 24 died, a mortality of 14 per cent. The causes 
of the maternal deaths were acute bronchitis, mul- 
tiple fibroids with twins, acute yellow atrophy, 
ventrofixation and bicornate uterus, placenta pre- 
via, and eclampsia. Eight of the foetal deaths were 
due to prematurity with meningeal hemorrhage 
and atelectasis; 3 to breech delivery associated with 
placenta previa; 2 to acute infection; 3 to eclampsia; 
and 2 to premature induction of labor because of 
impending foetal death. As the maternal death in 
these cases was not the result of the induction, the 
— may be regarded as unattended by mor- 
tality. 

Nine unusual cases are reviewed in detail. In 
the case of a patient with pneumothorax, labor was 
induced at the thirty-sixth week of pregnancy 
because of severe dysncea, and delivery was effected 
by means of forceps as soon as the cervix had been 
dilated two-thirds. Labor was induced prematurely 
also in 2 cases of bacillus coli infection; in one case 
twins presenting in occipitoposterior position were 
delivered with the forceps and in the other a dead 
foetus was delivered by forceps and two-thirds 
dilatation of the cervix. In a case of enlarged thy- 
roid the induction of labor relieved the dyspnea. 
In 2 cases of empyema and 1 of secondary carci- 
noma of the liver the induction of labor was followed 
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by spontaneous delivery. In 1 case labor was induced 
at the thirty-sixth week because of painful contrac- 
tions, and in another because of osteosarcoma of 
the thigh. 

In a discussion of the advisability of cesarean 
section in some of these cases the author states that 
if they had occurred within the last ten years this 
operation would probably have been the treatment 
of choice in several instances. With regard to the 
methods of inducing labor he is of the opinion that 
if time is not an object the insertion of from one to 
three bougies well up to the fundus is fairly safe. 
The cervix is softened and an anesthetic is unneces- 
sary for this part of the procedure. In the cases of 
multipare the bag alone is sufficient. In 5 cases 
labor was completed very easily within twenty 
minutes after manual dilatation alone under an 
anesthetic. Examination at the end of the puer- 
peral month revealed no signs of laceration of the 
cervix. W. N. Row 


Reed, C. B.: The Induction of Labor at Term. 
Am. J. Obst. & Gynec., 1920, i, 24. 


At maturity the foetus varies in length from 
48 to 53 cm. and weighs between 514 and g lbs. Its 
head at this period measures from 10 to 12 cm. 
in the occipitofrontal diameter and from 8.5 to 
10 cm. in the biparietal diameter. 

As soon as the foetus has become mature labor 
should be induced. In cases of pelvic contraction 
the anomaly becomes apparent as soon as the proper 
tests are applied. 

Labor may be induced by the administration of 
castor oil and quinine and pituitrin or by the use of 
the modified de Ribes bag (Vorhees bag). Castor 
oil and quinine act in about two or three cases out 
of five, and most reliably when the pregnancy has 
continued slightly beyond the calculated date. 
In the author’s experience the bag has been the 
most dependable agent. 

In a series of 200 cases reviewed, 114 were those 
of multipare and 86 those of primipare. The aver- 
age duration of labor was seven hours and fifty-six 
minutes. The longest labor was thirty hours and 
was due largely to a tough, inelastic cervix. Two 
others were twenty-eight hours in length on account 
of cervical conditions. In one of these a mass of 
cicatricial tissue was present. The shortest labors 
were fifty-five and sixty minutes in length, the former 
that of a multipara and the latter that of a primi- 
para. In 9 cases the bag broke while being filled or 
shortly after its insertion. A second bag was neces- 
sary in 4 cases. The membranes were ruptured by 
the insertion of the bag in 7 cases—in 1 case inten- 
tionally on account of hydramnios. The bag was 
expelled in an average period of three hours and 
twenty minutes, the longest period of retention being 
nine hours and the shortest ten minutes. Two 
mothers died. One had myocarditis associated with 
marginal insertion of the placenta. The labor in 
this case lasted only an hour and a half and less 
blood was lost than usual, but death occurred two 
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hours after delivery. The other had pneumonia 
and died eight days after delivery. 

In no case did the bag fail to initiate the pains 
or bring about delivery. The average weight of 
the babies was 7.4 lb. The smallest weighed 5 lb. 
and the largest 10 lb. Twelve babies died. 

Version and extraction were done in 4 cases 
because of placenta praevia, transverse presenta- 
tion, prolapse of the cord, and to expedite labor in a 
case of cardiac disease. 

Forceps were used 39 times, the indication being 
occipitoposterior position in 11 cases; deep trans- 
verse arrest in 15 cases; insufficiency of power in 
4 cases; slow labor in 5 cases; and for instruction in 
4 cases. 

There were 2 cases of prolapsed cord. 

Certain objections have been made to the use 
of the bag for the induction of labor. The most 
persistent of these is based on the menace of infec- 
tion. If the technique used is correct this danger 
may be disregarded. 

In the author’s opinion no harm is done by the 
induction of labor when the child is mature and 
much danger is averted. By a judiciously timed 
procedure the contractions of labor may be induced 
when the child is mature but still small enough to 
pass the pelvic canal without extreme difficulty. 
The mother is spared from four to six hours of 
suffering as well! as serious operative trauma, and 
she rises from her confinement quickly and with 
unimpaired vitality. E. L. Cornett. 


DeLee, J. B.: The Prophylactic Forceps Opera- 
tion. Am. J. Obst. & Gynec., 1920, i, 34. 


The “prophylactic forceps operation” is the 
routine delivery of the child in head presentation 
when the head has come to rest on the pelvic floor, 
followed by the early removal of the placenta. This 
method is applied to primiparous labors and those 
in which the condition of the soft parts approxi- 
mates a first labor. The procedure is a technique 
for the conduct of the whole labor, the purpose of 
which is to relieve pain by supplementing and an- 
ticipating the efforts of nature, to reduce the hem- 
orrhage, and to prevent or repair damage. 

A typical case is treated as follows: 

As soon as the pains are well established and the 
cervix is opened 2 to 3 cm. the patient is given 
1/6 gr. of morphine and 1/200 gr. of scopolamine. 
After one hour 1/400 gr. of scopolamine is given 
and, occasionally, in one or two hours, a third dose 
of the same size. The room is darkened and sug- 
gestion is employed as much as possible to aid the 
drugs. This is really a modified twilight sleep and 
usually the cervix dilates and the head comes down 
on the perineum without the necessity for further 
drugs. Occasionally 15 gr. of choral and 40 gr. of 
sodium bromide are given per rectum to aid the 
morphine, or gas and oxygen are administered by 
an expert. It is important to obtain complete 
spontaneous dilatation of the cervix, the slower the 
better. The importance attached to this point, the 


= 


144 


natural dilatation of the cervix and the slow retrac- 
tion of the pericervical connective tissues, cannot 
be exaggerated. 

When the head has passed the cervix, rests 
between the pillars of the levator ani, and has 
just begun to part them and to stretch the fascia 
between them (this may be determined easily by 
rectal examinations) the patient is put to sleep 
with ether and a typical perineotomy is performed. 
Under the minutest possible control of the foetal 
heart-tones—either the operator or the assistant 
listening every minute with a head stethoscope—the 
forceps are applied and delivery is accomplished. 
As a rule this is surprisingly easy. As soon as the 
child’s head is born, 1 c. cm. of Burroughs and 
Wellcome pituglandol is injected into the deltoid 
muscle. A nurse stands ready with 1 c. cm. of asep- 
tic ergot and this is injected into the outer thigh mus- 
cles as soon as the placenta is visible in the vulva. 
If there is hemorrhage, the placenta is removed 
at once, but if hemorrhage does not occur, the 
operator either changes his gloves or disinfects them 
with antiseptics and then, if the placenta is not 
visible in the vulva, inserts the left hand into the 
vagina or the lower uterine segment, palm up, and 
with the other hand pushes the hard uterus (pitui- 
trin) down on the already descended placenta. 
The placenta slides down the hand in the same 
way as a heel slides along a shoehorn. If there is 


any undue bleeding, another ampoule of pituitrin 
is injected directly into the uterine muscle through 
the abdominal wall. 

The patient is then given 14 gr. of morphine and 
1/200 gr. of scopolamine to reduce the necessity for 


much ether for the repair work, to prolong the nar- 
cosis for many hours postpartum, and to abolish 
the memory of the labor as much as possible. 

It is surprising how bloodless the operative field, 
especially the cervix, has become. 

The cervix often tears even in spontaneous deliv- 
eries. Frequently tearing of the body of the cervix 
leaves the internal and external mucosa iatact. 
Later such cervices show all the evidences of lacera- 
tion, chronic inflammation, eversion, erosion, etc. 
Lacerations which are open show also the separa- 
tion of the muscle of the cervix at the sides. In such 
cases the deep retracted portions of the wound must 
be pulled out and united, preferably with buried 
sutures. In the author’s opinion, previous failures 
a cervical repair were due to non-recognition of this 

act. 

Most of the damage caused by labor is due to 
injury, rupture, distraction, and displacement of the 
fascia rather than to tearing of the muscles. Pre- 
ventive measures, therefore, must be directed toward 
preserving the fascia in its normal position through- 
out the parturient canal. When overstretching or 
rupture cannot be avoided, an incision should be 
made in the structure at a point where it can be 
repaired by suture. 

Little can be done directly to save the pericervical 
connective tissues from radial and longitudinal 
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overstretching and tears, but indirectly they can be 
spared by avoiding all interference with the natural 
processes of dilatation of the cervix and restraining 
the natural powers if they are too violent. This 
means the avoidance of the use of bags to hasten 
the dilatation, of manual stretching, of urging the 
parturient to bear down before the head has passed 
the cervical barrier, and especially of the adminis- 
tration of pituitrin before the cervix has completely 
opened. In addition to the measures for preserving 
the connective tissues of the upper pelvis direct 
action may be taken to save the fascial and muscular 
structures of the pelvic floor. 

The first incision, which is made through the skin 
and urogenital septum, exposes the pillar of the 
levator ani covered with the fascia endopelvina. 
The next, made in the vagina and the upper layer 
of the levator and fascia, exposes the rectum, which 
is seen at the bottom of the wound covered with its 
fascia propria. Next, the fibers of the fascia com- 
municating with the urogenital septum are cut. 
This allows the perineal body with the sphincter ani 
and rectum to fall to the side opposite the cut. 
Simple episiotomy will not prevent injuries to the 
pelvic fascia. When the disproportion between the 
head and the pelvic floor is great, the muscular belly 
of the levator ani is incised at a right angle to the 
length of the fibers. 

The repair is made with catgut, layer by layer— 
vagina, muscle, fascia, urogenital septum, subcu- 
taneous fat and fascia. and skin—all in anatomico- 
surgical fashion. Primary union is the rule and 
examination later shows that virginal conditions 
are usually restored. 

The author admits freely that this method of 
treating labor is a revolutionary departure from 
time-honored custom and must have a really sound 
scientific basis for its recommendation. Such a 
basis it has: 

First, it saves the woman the debilitating effects 
of suffering in the first stage and the physical labor 
of-a prolonged second stage, and for the nervous, 
inefficient woman, the product of modern civiliza- 
tion, this is becoming necessary more frequently. 
The saving of blood has much to do with the quick 
and smooth recoveries observed. In the combina- 
tion of morphine and scopolamine in the first stage, 
gas or ether in the second stage, and operative 
delivery, labor has been robbed of most of its terrors. 

Second, it undoubtedly preserves the integrity of 
the pelvic floor and introitus vulve and forestalls 
uterine prolapse, rupture of the vesicovaginal sep- 
tum, and their long train of sequela. Virginal 
conditions are often restored. 

Third, it saves the child’s brain from injury and 
the immediate and remote effects of prolonged com- 
pression. Incision in the soft parts not only shortens 
the second stage but relieves the pressure on the 
brain and therefore should reduce the incidence 
of idiocy, epilepsy, etc. The easy and speedy deliv- 
ery prevents asphyxia and its immediate and remote 
effects on the early life of the infant. 
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There are three objections to the innovation. 
One of these is a very real objection, but will be 
only temporary. This latter is that prophylactic 
forceps will be made an excuse by unskilled accouch- 
eurs for the hasty termination of labor, not in the 
interests of the mother and babe, but for their own 
selfish ends. The other two objections are based on 
the possibility of infection and the dangers to the 
child from an improperly performed forceps delivery, 
brain injury and compression of the cord. If the 
woman has an evident infection or if there is a sus- 
picious leucorrheea, the operation is contra-indicated. 
In skillful hands the danger of the procedure is nil. 

The results of this new method of treating labor 
are most satisfactory. As yet, no mother or baby 
has died, there has been no case of infection or cere- 
bral hemorrhage, the babies have thrived and the 
mothers have not shown the exhaustion and 
anemia noted formerly. The restoration of the 
parturient canal has been always perfect. In the 
author’s opinion the involution is quicker and more 
complete, retroversion of the uterus is more infre- 
quent, and the recovery much more rapid than fol- 
lowing older methods. E. L. Cornett. 


MISCELLANEOUS 


Brown, W. H., and Pearce, L.: On the Reaction of 
Pregnant and Lactating Females to Inocula- 
tion with Treponema Pallidum—A Preliminary 
Note. Am. J. Syphilis, 1920, iv, 593. 


The results reported show very clearly that the 
reaction of the rabbit to a genital inoculation with 
treponema pallidum which practically coincides 


with conception differs very decidedly from that of 
the normal animal inoculated in the same way, and 
that this difference extends through the period of 
pregnancy and well into the period of lactation. 

The differences noted were of two kinds. Ordina- 
rily it appeared that the defensive mechanism of the 
pregnant animal was capable of opposing a resistance 
to inoculations performed at the time of conception 
such that little or no clinical sign of infection 
appeared, a condition possibly analogous to that 
upon which Colles’ law was founded. In other 
instances, however, slight local lesions and marked 
constitutional disturbances were produced which 
suggested an ineffectual resistance to the infection 
or a breaking-down of the defensive mechanism. 
The two extremes seem to justify the assump- 
tion that there must be a third type of condition 
approaching more nearly that seen in the normal 
animal, 

The demonstration of these fundamental facts 
concerning the reaction of pregnant and lactating 
animals to inoculation with treponema pallidum 
furnishes a starting point for the investigation of a 
wide range of problems regarding infection and 
resistance in states of pregnancy and lactation and, 
by contrast, may be the means of approaching the 
more general problem of the defensive mechanism 
of the normal animal. E. L. Cornet. 
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Williams, J. W.: The Value of the Wassermann 
Reaction in Obstetrics, Based upon the Study 
of 4,547 Consecutive Cases. Bull. Johns Hop- 
kins Hosp., 1920, XxXxi, 335. 

For a number of years the author employed the 
Wassermann test only when the presence of syphilis 
was suggested by some fact in the patient’s history. 
Although his investigations had shown that syphilis 
is a frequent complication of pregnancy and one of 
the common causes of foetal death, he did not appre- 
ciate its full significance in obstetrical work until 
1915. At that time he studied the foetal and infant- 
ile deaths in a series of 10,000 consecutive deliv- 
eries, and in his presidential address before the 
American Association for the Prevention of Infant- 
ile Mortality stated that syphilis was the most 
important single cause in 26 per cent of the deaths 
occurring in his service between the end of the 
seventh month of pregnancy and the two weeks im- 
mediately following delivery. 

As the result of his study, Williams came to the 
conclusion that the most immediately fruitful field 
for prenatal work lay in the earliest possible recog- 
nition of the presence of syphilis and its intensive 
treatment during pregnancy and that this could 
be accomplished best by making a Wassermann test 
upon every patient entering the service. Conse- 
quently, from April, 1916, to the present time, it 
has been the routine procedure to obtain a speci- 
men of blood for a Wassermann test from every 
patient at her first visit to the dispensary. If a posi- 
tive Wassermann is obtained, intensive treatment is 
given in the syphilis department of the hospital. 
In addition, in the hope of increasing our knowledge’ 
concerning the incidence of the disease as well as 
its clinical significance for the mother and child, a 
Wassermann test was made also of a sample of foetal 
blood obtained from the umbilical cord immediately 
after delivery, every placenta was weighed and 
studied both macroscopically and microscopically, 
and in autopsies on children which were born dead 
or died within the first two weeks of the puerperium 
particular attention was paid to the detection of 
syphilitic lesions and the presence of spirochete in 
the foetal organs. 

This article is based upon the cases of 4,000 wo- 
men and their children studied in the service out 
of 4,547 patients admitted between April, 1916, and 
December 31, 1919. The numbers of white and 
negro patients were about equal, being 1 930 and 
2,161 respectively. 

Williams discusses the part played by syphilis in 
the causation of foetal death, the significance of the 
maternal and foetal Wassermann tests, the value of 
a microscopic examination of the placenta in the 
detection of syphilis, and the status of Colles’ law. 
His remarks in this article concerning syphilis as a 
cause of foetal death are comparatively brief for 
the reason that the subject was considered in detail 
in his article “The Significance of Syphilis in 
Prenatal Care and in the Causation of Feetal 
Death” which appeared in the Bulletin of the Johns 
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Hopkins Hospital for May, 1920, an article based 
upon the study of 302 foetal deaths—gg those of 
white children and 203 those of negro children— 
which occurred in the 4,000 deliveries under consid- 
eration. 

Of the 4,000 women delivered during the period 
under consideration, 449 (11.2 per cent) presented a 
positive reaction during pregnancy. The incidence 
of syphilis was much greater among the negro 
women than the white women, being 16.29 per 
cent and 2.48 per cent, respectively. In other 
words, a positive Wassermann was noted in every 
sixth colored woman as compared with every for- 
tieth white woman. 

The author does not make a conclusive state- 
ment regarding the significance of a positive Wasser- 
mann reaction in a pregnant woman, but says defin- 
itely that a positive Wassermann test of the mother 
does not necessarily mean that her child will develop 
syphilis. 

On the basis of his study Williams has come to 
the conclusion that the information obtained from a 
Wassermann test of the foetal blood at birth is not 
commensurate with the time consumed or the 
money expended in such investigations. This opinion 
is shared by Fildes, who in 1915 reported that he 
had found a positive Wassermann reaction at the 
time of birth in 14 of 1,015 children (1.3 per cent) 
and that prolonged observation showed that only 
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one of them subsequently developed clinical syphilis. 
Seven of the others who were examined later had a 
negative Wassermann test, while in the cases of 3 
others the negative test later became positive. 

Williams does not claim to offer irrefutable evi- 
dence in favor of Colles’ law, but quotes one case 
as highly suggestive. In this instance the records 
of the microscopic examination of the placenta from 
the preceding labor and from eleven labors follow- 
ing a supposed superfecundation show that all 
were normal. Furthermore, all of the other children 
were born in good condition and were somewhat 
above the average in weight. Consequently it 
seems safe to affirm that the only evidence of syphilis 
in the remarkable reproductive career of this patient 
was in one of the double-ovum twins and that if 
the husband had been responsible for it some of the 
other children would have presented evidences of 
the disease. As this was not the case, the assumption 
appears warranted that the paternity of the syphilitic 
child was different from that of the other children, 
that the infection was a paternal infection, and that 
the mother exemplified Colles’ law. 

The author does not attempt to carry the argu- 
ment further but states that in his opinion the possi- 
bility of spermatic infection and the admissibility 
of Colles’ law have not yet been conclusively proved 
or disproved, and consequently should be regarded 
as still sub judice. G. Bremey. 


GENITO-URINARY SURGERY 


ADRENAL, KIDNEY, AND URETER 


Porter, L., and Carter, W. E.: Observations on 
Tumors of the Kidney Region in Children. 
Am. J. Dis. Child., 1920, xx, 323. 


Tumors in the region of the kidney in children 
may be either benign or malignant. Cystic enlarge- 
ments of the kidneys are fairly common. The 
benign growths are adenomata, angiomata, lipo- 
mata, and fibromata. 

Malignant tumors of the kidney may be classi- 
fied in general as carcinomata, sarcomata, and hyper- 
nephromata. Such tumors are usually found in 
young patients, their incidence being highest 
between the ages of 6 months and 6 years. Of all 
malignant growths affecting children those involving 
the kidneys appear to be second in number. In 393 
cases the kidney was involved in 20 per cent. 

Sarcomata have been found in the kidney as 
early as the sixth month of foetal life and in some 
instances the tumor mass may become so large that 
it obstructs labor. 

As the symptoms and signs of malignancy of the 
kidney are fairly uniform, a diagnosis is usually 
possible before the child is cachectic. The early 
stages are characterized as a rule by a period of 
anorexia, malaise, and vomiting associated with 
pain and a progressive loss of weight. 

Ballottement at the costovertebral space is of 
paramount importance as a diagnostic measure. 
Intermittent hematuria is frequently noted. The 
recently developed method of injecting oxygen and 
carbon dioxide into the peritoneal cavity has made 
the roentgenogram a valuable aid in the diagnosis. 

Children affected with kidney tumor usually die 
within a year unless treated surgically. 

Care should be taken not to confuse malignant 
kidney tumors with hydronephrosis, which is pro- 
duced by damming back of the urine due to obstruc- 
tion of the ureters. W. E. Lower. 


McCown, P. E.: Papillomatous Epithelioma of 
the Kidney Pelvis. J. Am. M. Ass., 1920, Ixxv, 
IIQI. 


In this article the author reports one case of 
papillomatous epithelioma of the kidney pelvis 
and gives abstracts of 9 American and 38 foreign 
case reports. 

The tumor seems similar in structure to a benign 
bladder papilloma, consisting of a connective-tissue 
stalk, sometimes branching, which is surmounted 
by between fifteen and twenty layers of epithelial 
cells described by various writers as columnar, 
cuboidal, cylindrical, and in some instances as 
squamous in type. There may be a single papilloma 
or the growth may cover the entire mucous mem- 


brane of the pelvis, extending into the calices and 
along the surface of the ureter. Occasionally trans- 
plants on the bladder mucosa are found. 

The diagnosis is difficult. A palpable tumor was 
discovered in one-third of the cases revietved. 
Hematuria, the most common symptom, was 
present in 33 cases. In 12, it was associated with 
renal colic. Pain other than colic is rare. The pres- 
ence of a papilloma within the ureteral orifice is 
suggestive. A cystoscopic examination, an examina- 
tion of the urine, functional tests, and pyelograms 
should be made. 

In the cases reviewed the ages of the patients 
varied from 32 to 86 years. In 17 cases the condi- 
tion developed in the fifth decade of life. Almost 
two-thirds of the patients were men. The left kid- 
ney was most commonly involved. Murchison 
reported 1 case of bilateral involvement. 

Metastatic growths in other organs were reported 
in 11 cases. It is probable that without surgical 
treatment the condition would be fatal in every 
instance. The treatment indicated is nephrectomy 
and ureterectomy. 


Kraft, S.: The Spontaneous Cure of Hypernephro- 
ma (Selbstheilung bei Hypernephrom). Ziéschr. f. 
urol. Chir., 1920, v, 16. 


The patient was a man 46 years of age who first 
showed signs of kidney disease thirty-seven years 
previously. At intervals of several years thereafter 
blood and large amounts of pus appeared in the 
urine in association with attacks of chills and fever. 
A nodular tumor then became palpable and led to 
the diagnosis of polycystic degeneration of the left 
kidney. This diagnosis was confirmed by operation. 

The cystic degeneration was found to be confined 
to the lower two-thirds of the kidney, the other 
third being normal. Only the degenerated portion 
was removed. Histologic examination of the 
removed cysts failed to reveal any epithelial cover- 
ing and therefore it was impossible to determine 
the nature of the degeneration. 

After six months which were free from symptoms 
the attacks of colic recurred. The urine remained 
normal in quantity, however, and contained no 
blood, albumin, or sediment. Bilateral catheteriza- 
tion also was negative. Subsequently a somewhat 
smaller and distinctly nodular tumor became pal- 
pable in the region operated upon. A second opera- 
tion again showed that the kidney consisted of a 
cystic portion and a normal portion. In a circum- 
scribed area in the cystic portion hypernephroma 
tissue was found. 

The explanation of this cystic degeneration of a 
hypernephroma which had been present for a 
long time the author sees in: (1) a separation of the 
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tumor cells with extrusion of colloid into the lumen 
whereby the epithelial covering was destroyed by 
the pressure due to the increase in the cyst con- 
tents, and (2) the tendency of the tumor tissue to 
undergo necrosis and softening. The first change 
evidently took place during the period the patient 
passed blood and pus in the urine and the second 
during the later periods so that finally only a few 
microscopic rests of the hypernephroma remained 
to reveal the character of the growth. 

In the few cases of spontaneous cure of hyper- 
nephroma by cystic degeneration and pressure 
atrophy reported in the literature the cyst forma- 
tion was always unilocular. A polycystic change 
such as that in the case here reported has not been 
described previously. Harms (Z). 


Beer, E., and Hyman, A.: Progress in Nephrec- 
tomy: A Study Based on a Series of 207 Cases. 
J. Am. M. Ass., 1920, Ixxv, 1180. 


The authors report 207 nephrectomies, the major- 
ity of which have been performed since the reorgani- 
zation of the surgical services at the Mt. Sinai 
Hospital, New York, in 1914. In that year, group 
segregation was first practised, all renal cases being 
assigned to the special kidney service. There were 
8 deaths following operation in this series of 207 
cases, a mortality of 3.8 per cent. To show the 
progress that has been made in urologic surgery 
reference is made to a series of 112 nephrectomies 
performed by Gerster and his associates at Mt. Sinai 
Hospital in the preceding sixteen years, in which 
the mortality was 21 per cent. That the marked 
reduction in the mortality was not due solely to the 
gradual and general development in urology, how- 
ever, is evident from a series of nephrectomies per- 
formed during the same years as those reported in 
this article by the occasional operator, in which the 
mortality rate was three times as high as that of the 
special kidney service. A number of factors are 
responsible for the improvement. The authors are 
of the opinion that group segregation of cases, which 
makes possible intensive work along special lines, 
aids in developing diagnostic acumen and operative 
technique, and that in the study of complicated 
cases the judgment so acquired proves invaluable. 
This point is rather forcibly shown in statistics 
reported by Thomas, who found that the mortality 
from nephrectomy and prostatectomy in the hands 
of general surgeons is 25.9 and 22.5 per cent respect- 
ively as contrasted with 7.7 and 4.33 per cent in 
seven times the number of operations performed by 
eight of the world’s most noted urologists. 

Probably the most important of the factors 
responsible for the marked reduction in mortality 
is the careful and exacting pre-operative study to 
which every urologic case is subjected. This includes 
urinalysis, roentgenography, pthalein test, cysto- 
scopy, and ureteral catheterization combined with 
the use of indigo-carmine as a test of individual 
renal function, wax tipped bougies, pyelography, 
blood chemistry, and blood-pressure estimations. 
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The operative and postoperative work was also 
carefully standardized. 

The indications for nephrectomy are divided 
according to pathologic conditions as follows: 


Cases Deaths Mortal- 
ity 


. Tuberculosis 92 
. Extensive destruction of kidney 
due to suppuration with or 
without stone 49 
(a) Calculous pyonephrosis. . 
- (b) Calculous pyelonephritis 
(c) Suppurative nephritis. 
Pyelonephritis and multi- 
ple abscesses. 
. Extensive destruction of kidney 
as in hydronephrosis, with or 
without secondary infection. . 
(a) Hydronephrosis 
(b) Pyonephrosis 
. Neoplasms 
. Rupture 
. Persistent ureteral fistula 
. Gunshot wound 


8 


Comparative tables of statistics gathered from a 
review of the literature are given to show the gradual 
decline in mortality following nephrectomy from 
decade to decade. Lumbar and _transperitoneal 
nephrectomy are discussed as are also their indica- 
tions and contra-indications. Of the 207 nephrecto- . 
mies, 199 were lumbar extirpations, and 8 trans- 
peritoneal; 189 primary, and 18 secondary opera- 
tions. Subcapsular nephrectomy was performed 12 
times. 

The conditions in which death occurred and its 
causes are given as follows: 


Conditions 

Tuberculosis 

Neoplasms 

Pyenephrosis 

Hydronephrosis 
Hematohydronephrosis (traumatic) 


Causes of death 
Hemorrhage 
Renal insufficiency 
Pyelonephritis 


Renal insufficiency which formerly accounted 
for a high percentage of the deaths following opera- 
tion now plays a minor réle, but one patient in the 
authors’ series died from uremia. In the majority 
of the operations the anesthetic employed was gas 
and ether. Gas and oxygen was used in 15 cases, 
and spinal anesthesia in 2. : 

The various pathologic conditions for which 
nephrectomy was performed are described in detail. 


I 2 
2 
I 2.03 
3 
4 7.4 
5 ° °. 
6 
7 ° 


Among 92 cases of tuberculosis, which formed the 
largest single group, there were 2 deaths. The ureter 
was completely excised down to the bladder in 10 
per cent of the cases, the main indication for this 
procedure being marked stricture formation at the 
lower end. The majority of secondary nephrecto- 
mies (11) were performed for calculous pyonephro- 
sis. At the first operation the kidney was drained. 
The neoplasms included 20 hypernephromata, 
2 adenocarcinomata, and 5 mixed kidney tumors. 
The main indications for abdominal nephrectomy 
are large growths in young children. In general, the 
mortality of abdominal nephrectomy is very high, 
being 13 per cent when the operation is performed 
by the lumbar route and 37.5 per cent when it is 
done by the transperitoneal route. 

The operative technique of nephrectomy is 
described in full. The article is concluded with a 
synopsis of the histories of the 8 patients who 
died following the operation. 


Holmes, W. R.: Retroperitoneal Perirenal Lipo- 
mata. J. Am. M. Ass., 1920, Ixxv, 1065. 


The author reports a very interesting case of 
perirenal lipoma. 

M. H., a white woman, aged 43, was admitted to 
the Johns Hopkins Hospital, July 31, 1916, com- 
plaining of abdominal swelling, backache. and pain 
in the right lower abdomen. This illness began two 
years previously with a diffuse swelling of the abdo- 
men. 

The physical examination was negative. The 
abdomen was symmetrically distended, resembling 
that of a full-term pregnancy. On palpation, 
it felt in every respect like an encapsulated cystic 
tumor. The uterus was enlarged and in retroposi- 
tion. Filling the anterior vaginal vault was a soft, 
semifluctuant mass which seemed continuous with 
the mass felt in the abdomen. The cystoscopic 
examination was negative and the phenolsulphone- 
phthalien secretion was normal. Roentgenoscopy 
revealed kinking of the sigmoid. 

The abdomen was opened through the median 
line extending from the symphysis pubis to the 
xiphoid cartilage. The pelvis was first exposed. 
Scattered over the posterior wall of the uterus were 
a few small subperitoneal myomata. The abdom- 
inal tumor was evidently not of pelvic origin. On 
the left side the growth extended to the diaphragm, 
and on the right side as high as the edge of the liver. 
Below, it extended into the pelvis, displacing the 
sigmoid and pelvic peritoneum and crowding the 
—— into the upper right quadrant below the 
iver. 

In the next step of the operation an incision was 
made to the right of the descending colon in the 
posterior parietal peritoneum between the mesen- 
teric vessels. When the peritoneum and capsule of 
the tumor were opened, the tumor was found to be 
soft, multilobular, and yellowish white, and to 
resemble in its gross appearance an ordinary fibro- 
lipoma. As the growth was encapsulated and there 
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was a definite line of cleavage between the capsule 
and the tumor, enucleation of the mass was possible. 

The greatest technical difficulty was encountered 
in avoiding injury to the mesenteric vessels which 
were stretched out across the surface of the growth. 
By the posterior enucleation of the mass the left 
suprarenal capsule, the pancreas, the spleen, the 
vena cava, and the abdominal aorta were exposed. 
The tumor was dissected free except in the region of 
the left kidney. The growth entirely encircled the 
left kidney which was evidently its site of origin. 
The kidney was therefore removed with the tumor. 
A small cigarette drain was inserted into the retro- 
peritoneal space, and the abdominal incision closed 
in layers. The patient made an uneventful recovery. 

The tumor weighed 25 lb. and was densely ad- 
herent to the capsule of the kidney. 

The histologic picture varied in different parts of 
the mass. Sections showed that the bulk of the 
tumor was made up of fatty areolar tissue. 

The etiology of perirenal lipomata is not known. 

The author quotes Lecéne who recently reviewed 
113 cases collected from the literature. Eighty- 
eight of the patients were women, and 25, men. 
The youngest patient was an infant 1 year of age 
whose case was reported by May. The majority 
of the patients were between the ages of 40 and 50. 
The tumors develop from the fat of both kidneys 
with equal frequency. 

The patient is first made aware of the condition 
by an increase in size of the abdomen. This swelling 
may be observed over a period of several months or 
years before a physician is consulted. It is because 
of their silent beginning that the tumors have usually 
attained enormous size when they are first seen by 
the surgeon. 

The diagnosis rests on the discovery of a large, 
soft, abdominal tumor with a history of slow growth 
and a smooth rounded surface which is semifluctuant 
without mobility and extends into the flanks in the 
region of one or both kidneys. The author empha- 
sizes the importance of a thorough cystoscopic study 
in all suspected cases of retroperitoneal lipoma. 

The treatment of perirenal lipoma is surgical. 
The tumor may be approached through either a 
lumbar or an abdominal incision. Most surgeons 
advocate the abdominal route. The incision in the 
peritoneum should be made external and parallel 
to the colon. In this way the colon may be mobil- 
ized as in operations for malignant tumors of the 
large bowel and a ready approach to the tumor is 
obtained without danger of injuring the blood sup- 
ply of the intestine. If the tumor is very large, 
it may be necessary to remove it by morcellation. 
Drainage of the retroperitoneal space is important 
and may be accomplished either transperitoneally 
or through a counter lumbar incision. 

The prognosis of retroperitoneal perirenal lipo- 
mata is grave. Benign in appearance, these growths 
become dangerous because of their great size. 
Recurrences after operation are frequent. 

THEODORE DROzDOWITZ. 
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BLADDER, URETHRA, AND PENIS 


Danforth, W. C., and Corbus, B. C.: Tumors of 
the Bladder, Including a Report of Vegetating 
Syphiloma of the Bladder. Surg., Gynec. & Obst., 
1920, XXXI, 219. 

The author observed 7 cases in seven months, 3 
cases of carcinoma, 3 of papilloma, and 1 case of 
condyloma of the bladder. The latter was that of a 
woman 25 years of age with negative findings for 
syphilis in other parts of the body and a negative 
Wassermann. Cystoscopic examination showed that 
the bladder floor was occupied by an infiltrating 
growth with many small papillomatous projections 
and larger rounded masses which obscured both ure- 
teral orifices. Specimens obtained at cystotomy 
were found to be non-malignant and the patient 
began to improve immediately under specific treat- 
ment. 

To date, the literature shows only 52 cases of 
syphilis of the bladder. It is suggested that a new 
division under the head of ‘‘ granuloma of infective 
origin”’ be added to Kuester and Albarran’s classi- 
fication to include the condyloma of secondary lues 
and the gumma of tertiary lues. 

Of the cases of neoplasm 1 was treated by cystot- 
omy and cautery excision followed by radium; 2 
by fulgeration and radium; 1 by cystotomy and 
massive destruction by fulgeration and radium; 
and 1 by X-ray and radium. 

Trans-urethral fulguration is applicable particu- 
larly to small growths, the larger tumors being 
attacked best by the abdominal route. In radium 


therapy the radium should be placed in as close ap- 


position to the site of the tumor as possible. 
The importance of hematuria and pyuria as ini- 
tial symptoms of bladder tumors is emphasized. 
FRANK HINMAN. 


Kretschmer, H. L.: Leukoplakia of the Bladder 
and Ureter. Surg., Gynec. & Obst., 1920, xxxi, 325. 


The author gives a most complete report of his 
case, including autopsy findings, and reviews the 
very few cases previously reported. 

The condition has been designated by various 
terms such as metaplasia, xerosis, cholesteoma, 
leukoplakia, leukoplasia, and pachydermia. It 
should not be confused with von Hansemann’s 
malakoplakia, a case of which was reported by 
Folsom at the last meeting of the American Medical 
Association. The latter differs from it both macro- 
scopically and microscopically. 

Kretschmer’s study includes the frequency, age 
and sex incidence, relation to venereal infection, 
pathogenesis, nutrition, distribution, associated 
pathology, bacteriology, symptoms, cystoscopic 
- findings, and treatment of the condition on the 
basis of the cases reported to date. 

Treatment is divided into operative and non- 
operative. Non-operative treatment includes blad- 
der irrigations and instillations, and lavage of the 
kidney. Operative treatment is directed not only 
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against the leukoplakia but also against the co- 
existing lesions. Calculi, if present, must be removed, 
and if possible plaques should be cauterized or 
excised. Simple suprapubic cystotomy has been 
advised. This was carried out in the author’s case, 
since resection was out of the question because of 
the extent of the pathologic process. 

Kretschmer’s conclusions are as follows: 

1. From the scarcity of case reports in the liter- 
ature it appears that leukoplakia is a rare condition. 

2. The etiology is unknown. 

3. The histopathologic findings seem to be uni- 
form and constant. 

4. There is no symptom or syndrome pathog- 
nomonic of the condition. 

5. Of great importance in the diagnosis is the 
discovery of large numbers of squamous epithelial 
cells in the urine and the passage of membrane or 
flakes of squamous epithelial cells. 

6. Leukoplakia of the bladder can be recognized 
definitely by means of a careful cystoscopic exam- 
ination. Joun P. O’Net. 


Jungano, M.: Primary Tuberculosis of the Blad- 
der (Tuberculose primitive de la vessie). J. d’urol. 
méd. et chir., 1920, X, 15. 


The case reported by Jungano was that of a 
woman 35 years of age who had tuberculous cystitis. 
It was believed at first that the vesical condition was 
secondary to tuberculosis of the kidney. After two 
months of treatment of the cystitis, the neck, tri- 
gone, and lateral walls of the bladder still remained 
greatly congested and oedematous. The ureteral 
orifices, however, were normal. A superficial ulcera- 
tion near the left ureteral opening suggested that 
the left kidney was tuberculous, but the centrifugal- 
ized urine from both kidneys was normal and guinea 
pigs inoculated with the urine were found free from 
tuberculosis. Complete and careful examination of 
the patient showed clearly that the bladder was the 
only portion of the urinary tract invaded by the 
disease and there were no subjective or objective 
symptoms denoting a pathologic condition in any 
other organ. Therefore the condition was proved 
definitely to be primary in the bladder. 

Jungano reviews the literature of tuberculosis of 
the bladder and discusses the routes of infection. 
He finds that in almost all cases the vesical infection 
was secondary to an infection of the same nature 
involving other urinary organs and occasionally to 
tuberculosis of the genital organs. The route which 
the bacillus follows is almost always a descending 
route from the kidney through the ureter. Primary 
infection of the bladder, however, has been effected 
both by the blood route and by way of the urethra. 
In the author’s case a clinical finding of importance 
was an intermittent increase in the size of the left 
Bartholin gland. While it is possible that this gland 
may have contained a focus capable of infecting the 
bladder through the blood, this could not be verified. 

In discussing the pathologic anatomy Jungano 
states that the three lesions which are usually found 


in tuberculosis of the bladder—granulation, ulcera- 
tion and ecchymotic plaques—are not characteristic 
but the presence of any one of them justifies the 
suspicion of tuberculosis. All doubt is removed by a 
positive microscopic examination and inoculation 
tests with the urine. 

The author carefully reviews the cases of primary 
tuberculosis of the bladder reported in the literature. 
The great majority of these lack definite proof. In 
order to obtain statistical data Jungano last year 
sent out inquiries to leading urologists asking if they 
knew of a case of primary tuberculosis of the bladder 
in which the renal urine was found negative as 
regards the Koch bacillus both by bacteriological 
examination and inoculation. In the many replies 
received there was only one in the affirmative and 
even in this instance there was reason to believe that 
the bladder may have been involved secondarily. 

W. A. BRENNAN. 


Casper, L.: The Treatment of Tuberculosis of the 
Bladder (Zur Behandlung der Blasentuberkulose). 
Ztschr. f. Urol., 1920, xiv, 294. 


Tuberculosis of the bladder is usually secondary 
to tuberculosis of the kidney. It occurs in two 
forms; either the entire bladder is involved or the 
condition is limited to circumscribed areas. In the 
former type the prognosis is unfavorable. After 
nephrectomy improvement may be expected only 
if contractility of the detrusor fibers is not impaired 
by connective-tissue degeneration. When shrink- 
age of the wall occurs, any treatment is practically 
futile. Relief may be given only by the adminis- 
tration of narcotics. When the condition is ex- 
treme, exclusion of the bladder alone remains. No 
improvement has been observed following the use 
of tuberculin. 

The Guyon edict that a tuberculous bladder 
should be treated by instillations rather than irri- 
gations still holds good today. The author does not 
favor the use of carbolic acid as advocated by Rov- 
sing or the use of lactic acid. Silver nitrate is of 
value only for mixed infections. Subjective relief is 
afforded by instillations of oily solutions with or 
without iodoform and guaiacol. The best results 
are obtained by the instillation once or twice a week 
of between 20 and 30 ccm. of a 1:20,000 solution of 
bichloride of mercury. This solution should be left 
in the bladder and its strength should be increased 
gradually to 1:2,000. Another method of value is 
that of Hollaender who gives potassium iodide in- 
ternally and a few hours later instils calomel in oil 
into the bladder. Casper has modified Hollaender’s 
method by using, in addition, guaiacol which has a 
soothing effect on the tuberculous bladder. The 
instillation he recommends consists of 10 ccm. of a 
mixture of calomel, 2.0, guaiacol, 5.0, and sterile 
olive oil to make 100.0. This treatment should not 
be repeated more than once or twice a week and must 
be continued for a long time. 

In one case, that of a strong young man who had 
had a nephrectomy ten years previously, a bladder 
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ulcer just below the right ureter developed three 
years ago. As all ordinary methods were of no avail, 
Casper treated the ulcer and the surrounding ele- 
vated area with diathermy in three sessions. The 
subjective disturbances disappeared entirely and 
after gradual healing over. there is now in the area 
formerly occupied by the ulcer a smooth, light, shiny 
surface without blood vessels. Coimers (Z). 


Blum, V.: Three New Cases of Successful Opera- 
tion for Diverticula of the Bladder (Drei neue 
Faelle von erfolgreicher Operation von Blasendi- 
vertikeln). Zéschr. f. urol. Chir., 1920, v, 90. 


The author reports in detail the last three cases 
of a series of nine which he operated upon for divertic- 
ula of the bladder. The most important and deci- 
sive diagnostic aids were found to be cystoscopy and 
cystography, the bladder being filled with 5 per 
cent collargol. 

In all three cases there was a history of chronic 
urinary infection which resisted all methods of 
treatment, retention of urine, and bacteriuria, con- 
ditions which had persisted for many years. 

The sites of predilection for diverticula of the 
bladder, especially those of the congenital variety, 
are the ureteral orifices and the opening of the ure- 
thra. The diverticula were found in these areas also 
in the author’s cases. 

In the treatment operation alone is to be consid- 


‘ered. In two of the cases reported it was possible to 


extirpate the diverticulum by the transvesical route, 
once after invaginating it into the bladder and once 
by ligation and resection of the thin pedicle. In the 
third case, however, this was impossible on account 
of old adhesions. The diverticulum was therefore 
excluded and after excochleation the sac was caused 
to atrophy by suprapubic drainage. 

The results of the operation are very good. In 
the author’s nine cases a complete cure resulted in 
seven and a recurrence developed in one. In the 
remaining case death resulted after six months from 
chronic pyelonephritis. Autopsy showed, however, 
that the ureter which had been re-implanted into the 
bladder had been functioning normally. 

VoLLHARDT (Z). 


Pauchet, V., and Butler d’Ormond, R.: The Treat- 
ment of Diverticula of the Bladder (Diverticules 
de la vessie; traitement). J. d’urol. méd. et chir., 
1920, X, I. 


The authors treated a recent case of diverticulum 
of the bladder by invagination as follows: 

1. The bladder was exposed by a suprapubic 
incision. 

2. The diverticulum was exposed by subperito- 
neal liberation of the bladder. 

3. The bladder was opened, the external surface 
being protected to prevent infection and_ pelvic 
cellulitis. 

4. Three calculi found in the diverticulum were 
removed and the diverticular cavity was washed 
with ether and filled with etherized gauze. The 
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vesical cavity was then cleansed again and the 
diverticulum liberated as far as possible in order that 
it might be inverted. 

5. The diverticulum was inverted into the bladder 
with the gloved finger and fixed to the base of the 
bladder by three catgut sutures. 

6. A suture was placed also on the external sur- 


face of the bladder to fix the inverted diverticulum, 


and the wound in the bladder was fixed to the 
abdominal wall as after a prostatectomy. 

7. A Marion tube was inserted. 

Following this operation a small fistula persisted 
which the authors will soon close. The patient’s 
condition is good. W. A. BRENNAN. 


Thompson, R.: The Operative Treatment of Con- 
genital Deformities of the Lower Urinary 
Tract, with Special Reference to the Formation 
of _a “Compressor Urethra.” Lancet, 1920, 
790. 

The author reviews a number of cases operated 
on for malformations of the lower genito-urinary 
tract. One patient with epispadias and no urethral 
sphincter had constant dribbling. On account of its 
location and convenient nerve and arterial supply, 
the lower part of the right rectus muscle was used to 
construct a compressor urethra muscle. This por- 
tion of the muscle was turned down, split, and 
placed around the orifice (See Fig.). The muscle 
is constantly in action, but may be released quite 
readily. The operation was satisfactory. Four 


months later the patient was able to control urina- 
tion. 
In a second case, a case of congenital extrophy of 


the bladder, the mucous edges were carefully dis- 
sected up, turned inward, and united without ten- 
sion. The raw edges left after the dissection were 
approximated with Lembert sutures. The author 


A, Upper end of divided rectus. A’, Lower portion 

divided rectus. B. Deep epigastric artery. C, Rectus 
longitudinally split. D, Superficial fascia. F, Inner por- 
tion of rectus. 
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holds that these sutures are essential to the success 
of the operation. They bury deeply the main struc- 
tures concerned and protect the buried line of sutures 
from sepsis. Thompson contemplates the construc- 
tion of a compressor urethra muscle for this patient 
similar to that formed in the first case. 

A case of hypospadias is cited and an operation 
for this condition is described. By means of skin 
flaps a urethra is constructed which is buried deeply 
by Lembert sutures applied to the subcutaneous 
tissues on each side. A. J. ScHoLt, Jr. 


GENITAL ORGANS 


Wildbolz, H.: The Treatment of Tuberculous 
Epididymitis (Ueber die Behandlung der tuber- 
kulosen Epididymitis). Schweiz. med. Wchuschr., 
1920, 506. 

Tuberculous epididymitis is bilateral in from 50 to 
75 per cent of all untreated cases( Koenig, von Bruns). 
This percentage is lowered to 30 per cent by unilat- 
eral castration. Bilateral castration in bilateral 
involvement results in a cure in 80 per cent of the 
cases of genital tuberculosis, clearing up even seminal 
vesicle and prostate involvement (Anschuetz). 
When used to prevent the marked symptoms of 
castration in youth conservative methods such as 
Bier’s hyperemia, local applications of iodine or 
naphtha, salt baths, and sulphur baths are as un- 
satisfactory as injections of tuberculin. That the 
frequent retrogression of tuberculous epididymitis 
observed even in the lower classes is only an apparent 
retrogression has been proved by the pathologic- 
anatomic studies of Simmonds. Spontaneous cure 
practically never occurs. 

Rollier reports that of 9 cases 7 were cured and 2 
improved by heliotherapy. Wildbolz examined 
histologically 13 cases of tuberculous epididymitis 
which had been under treatment by heliotherapy for 
periods varying from eight months to seven years and 
found that in the majority there was not a trace of 
healing. Marked fibrosis was present in only 3 cases 
in which the treatment had been continued for 
periods of seven years, one and one-half years, and 
eight months respectively. 

Rollier combines heliotherapy with cauterization 
as recommended by Velpeau in 1851 and with X-ray 
therapy. As heliotherapy must be continued for at 
least one or two years and does not improve the 
function of the organ or prevent the spread of the 
infection in the urogenital tract the author recom- 
mends epididymectomy. The danger of miliary 
dissemination following this method is not great if 
care is taken to prevent undue trauma during the 
operation. Of 88 patients on whom Wildbolz 
performed 72 epididymectomies 3 died of meningitis 
several months after the operation. The adjacent 
testicle became affected in only 1 of the 72 cases. In 
5 cases small tubercles observed at the site of the 
resection were treated with the thermocautery. 

Epididymectomy has the same favorable effect 
upon the foci in the seminal vesicles and prostate as 
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castration. In 15 per cent of the author’s cases the 
other epididymis became involved later. Involve- 
ment of the testicle contra-indicates epididymectomy 

In the diagnosis of doubtful cases the author 
employs his intracutaneous ‘‘own urine’’ test. 


For the after-treatment injections of tuberculin and 
heliotherapy are advocated. If the vas is not in- 
volved Henschen sutures its stump into the testicle 
(physiological epididymectomy). 


Jastram (Z). 


Dorn, J.: Chronic Non-Specific Epididymitis (Die 
chronische, nicht spezifische Epididymitis). Beitr. 
s. klin. Chir., 1920, xx, 25. 

Dorn reports a number of cases of chronic epididy- 
mitis treated in the Garré clinic which clinically 
appeared to be due to tuberculosis but upon micro- 
scopic examination were found to be non-tubercu- 
lous. In cases of this kind the epididymis is thick- 
ened and enlarged and there may or may not be 
breaking-down of tissue. In cases in which the 
tissue had been broken down small yellow foci the 
size of a pea, hazelnut, or cherry were found. Some 
of these were suppurating and others had formed 
cavities with a definite brown wall. In a few cases 
multiple caseated foci were present. Microscopic- 
ally there was no evidence of tuberculosis, the only 
findings being chronic inflammation, proliferation 
of connective tissue, proliferation and thickening 
of interstitial tissue with round-cell infiltration, the 
formation of granulation tissue, and partly suppura- 
tive softening. 

In several instances staphylococci were discovered. 
These had entered through small furuncles, slight 
injuries, etc. They were recovered also from the 
urethra, the prostate, and the urine, although they 
had not caused local injury or symptoms. As the 
urine was entirely normal except for a few leuco- 
cytes, it appeared evident that the bacteria were of 
low grade and had passed the kidneys without 
injuring them. In their descent they gained en- 
trance to the epididymis and there produced a 
chronic inflammation. The inflammatory process is 
to be considered the manifestation of general chronic 
staphylococcic sepsis with a clinical picture similar to 
that of tuberculosis. For this reason tuberculosis 
may be erroneously suspected. 

In regard to the treatment the author states that 
in all doubtful cases a section should be removed 
for microscopic examination before a radical opera- 
tion such as hemicastration is performed. 

Bone (Z). 


Lewis, B., and Moore, N. S.: Non-Hypertrophic 
Forms of Prostatic Obstructions. South. M. Bis 
1920, xiii, 740. 

Non-hypertrophic obstruction at the bladder 
neck is a definite pathologic condition which may 
appear at any age but most commonly develops in 
later life. The diagnosis is not difficult if a system- 
atic examination is made and particularly an exam- 
ination with the cystoscope. 


In the authors’ cases the etiology was obscure. 
The ages of their patients varied from 3 to 64 years. 
The condition became aggravated during the winter 
and early spring and in some cases had persisted 
for many years. Mode of life, infection, etc. were 
of little, if any, importance as etiological factors. 
In every instance complaint was made of frequency 
of urination which was usually accompanied by 
pain. The stream was small and sluggish, and often 
cut off abruptly. The amount of residual urine 
varied up to complete retention. All of the older 
patients gave signs of absorption of toxins from 
retained urine, whether it was decomposed or not. 

On rectal palpation it was found that the pros- 
tate was not enlarged, at times being even smaller 
than normal, and that it was uniform in outline and 
not tender. Cystoscopy failed to reveal any intra- 
vesical enlargement, but showed a definite ring of 
tissue surrounding the bladder neck. Inflammation, 
changes in the bladder wall, such as trabeculation, 
diverticula, etc., were noted, their character being 
dependent upon the time the condition had been 
present. 

The treatment consisted in dividing the bar, dam, 
or stricture with as little injury as possible to the 
neighboring parts. This was done with the high- 
frequency fulguration cautery, a small wire cable 
with a knife-shaped electrode on its distal end being 
passed through the cystoscope. If necessary, the 
operation was repeated a week later, the urethra 
being dilated once or twice with the Kollmann 
dilator. 

The article includes a number of interesting case 
reports. Joun P. O’NeEr. 


Jones, J. F. X.: Views on Surgery of the Prostate. 
N. York M. J., 1920, cxii, 486. 


The most important phase of the question of 
prostatic surgery is the proper selection of cases for 
operation. 

As to the manner of removing the prostate, it is 
becoming more and more apparent that the surgeon 
must use a method to fit the case rather than attempt 
to make the case fit the method. While the supra- 
pubic operation has given wonderful results in the 
hands of Freyer, its masterful exponent, and while 
the perineal method, when performed by its most 
able advocate, Young, has shown a surprisingly low 
mortality, the surgeon who limits himself to either 
method exclusively cannot help, sooner or later, 
doing an injustice to his patient. If the operation 
has not been selected with due regard to the posi- 
tion and size of the enlarged gland, incontinence of 
urine or a recto-urethral fistula may follow either 
method. 

The small fibrous gland should not be removed 
suprapubically; the large soft gland which projects 
into the bladder should be removed suprapubically. 
If the abdomen is thick and the bladder small, 
the perineal prostatectomy is the safer method. 
When the gland is not palpable per rectum, but 
presents symptoms and is found to be enlarged on 
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cystoscopic examination, the suprapubic prostatec- 
tomy is the better method. 

Cunningham believes that “those professing to 
be expert in prostatic surgery should possess a skill 
in performing the different proved operations and 
should have the ability to select the most appro- 
priate operation for the individual, not employing 
a single operative technique for all patients.” 
DaCosta says, ‘‘No one routine plan is suitable in 
all cases. The patient should be studied, and the 
operation chosen which is safest and best for that 
individual patient. The surgeon who uses one 
method only must wrong many patients and he 
retains consistency at the expense of humanity.” 

Young’s punch operation, originally recommended 
for obstruction of the vesical neck by medium bar 
(Randall) sclerosis of the vesical neck, and intra- 
vesical or intra-urethral isolated prostatic lobules, 
should be limited, according to Braasch ‘“‘to cases 
in which the superficial medium tissues obstruct 
the vesical orifice, and to occasional cases of involve- 
ment of the bilateral lobes in which enucleation is 
otherwise inadvisable.”’ According to Judd, it is 
an operation which requires considerable skill. In 
some cases it may be followed by bleeding, neces- 
sitating other operations. Prostatomy by the 
Bottini or Chetwood method should be employed 
in the cases of old and enfeebled subjects who can- 
not endure catheter life or withstand a prostatec- 
tomy. Bouffleur performs a galvanocautery opera- 
tion through a suprapubic cystotomy incision, the 
actual cautery having been heated to a white heat. 
Small median-lobe enlargements of the prostate 
have been treated successfully through the cysto- 
scope by means of the Oudin current. 

With the exception of cases of absolute retention 
in which catheterization is impossible and which 
may be treated by making a very small suprapubic 
opening into the bladder to allow gradual drainage 
through a female, self-retaining catheter, there is 
always ample time for the careful study of cases of 
prostatism. 

It is important, first of all, to make a diagnosis. 
When a patient of middle age or over complains of 
nocturnal irregularities of urination, hypertrophy 
of the prostate, urethral stricture, and cancer of 
the prostate should be taken into consideration. 
Growths within the bladder may be differentiated 
by means of the cystoscope. The cystoscope will 
reveal the presence of stone and often give informa- 
tion as to the shape and size of the prostate. 

In these cases a knowledge of the functional 
capacity of the kidneys is essential. Of the various 
tests of renal function, the indigo-carmine and the 
phenolsulphonephthalein tests are the most practical. 

A twenty-four-hour specimen of urine should be 
collected. If the total quantity is between 1,000 
and 2,000 c. cm. it may be considered normal. 
Oliguria and polyuria are significant of so many 
conditions, surgical and non-surgical, that either 
symptom is important only when associated with 
other pathognomonic signs. 
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In the differential diagnosis of prostatic condi- 
tions perhaps nothing is more puzzling than a case 
in which there is retention of urine but no palpable 
enlargement of the gland and no stricture. In such 
a case the condition may be due to carcinoma, 
nodules, an indurated posterior lobe, a peduncu- 
lated middle lobe, or the presence of a bar, all of 
which will be revealed by the cystoscope. Paralysis 
of the bladder is another possibility. If the bladder 
is paralyzed, cystoscopic and urethroscopic examina- 
tion may show typical trabeculation and perhaps 
some relaxation of the sphincters. Rectal examina- 
tion will be either negative or reveal a prostate 
which seems smaller than normal and is surrounded 
by flabby tissues. The cerebrospinal fluid will 
probably be positive to the Wassermann test, 
there may be lessening or absence of sensation in 
the deep muscles. Judd and Braasch state that 
in such cases of tabes where it is evident that the 
sphincter itself is not relaxed (and this, Jones states, 
may be noted through the cystoscope), that hyper- 
trophy of the prostate is sufficient to account for 
the urinary obstruction, and the general condition 
is favorable, prostatectomy may be attempted. 

In young men prostatic sclerosis which is negative 
to rectal and cystoscopic examination has been 
observed but this condition is rare. Tabes must be 
carefully excluded, however, before such a diagnosis 
is made. Judd believes that many of the patients 
with prostatic trouble who continue to have so- 
called cystitis and residual urine after the obstruc- 
tion has been removed are in reality suffering from 
diverticula. 

Acting on the acknowledged fact that patients 
with prostatic conditions who have cystitis and other 
evidence of chronic infection at the time of op- 
eration usually progress better than those who have 
no symptoms of infection, Judd tried the use of the 
colon bacillus to modify infection in prostatectomies. 
His results were suggestive but further investigation 
on a large scale is necessary before conclusions may 
be drawn. Cultures of the urine should be made in 
all cases of prostatism. 

Before operation the bladder should be drained— 
through the urethra, if possible, otherwise supra- 
pubically—until the patient’s local and general con- 
dition warrants prostatectomy. 

In addition to the drainage tube in the bladder 
after suprapubic prostatectomy, a cigarette drain 
should be placed in the prevesical space; moreover, 
the use of Dakin’s solution and the Carrel technique 
in the space of Retzius as suggested by Judd seems 
advisable. In Judd’s opinion, irrigation should be 
delayed until after the first day following the opera- 
tion. Irrigation immediately after a suprapubic 
prostatectomy prolongs oozing. 

The mortality of prostatectomy in the hands of 
the average general surgeon. has been approximately 
50 per cent. Its reduction will depend upon: 

1. Intimate association of the internist, physiolo- 
gist, and laboratory technician with the surgeon in 
the study of cases. 
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2. Thorough examination of the patient by one 
skilled in physical diagnosis, particular stress being 
laid upon the lungs, heart, arteries, kidneys, and 
nervous system. 

3. Complete investigation of the blood and urine 
by a competent laboratory analyst. 

4. Willingness and ability on the part of the sur- 
geon to adapt his methods to the special require- 
ments of each case, irrespective of his preferences as 
regards technique. THEODORE Drozpow!Tz. 


Orth, O.: Perineal Versus Suprapubic Prostatec- 
tomy (Ischiorectale oder suprapubische Prosta- 
tektomie?). Ziéschr. f. urol. Chir., 1920, v, 101. 


The perineal prostatectomy is superior to other 
methods. Its mortality varies between 3 and 4.7 
per cent while that of the suprapubic operation is 
between 10 to 22 per cent and that of the old peri- 
neal operation between 8 and 9g per cent. In the 
suprapubic and old perineal operations it is impos- 
sible to obtain perfect hemostasis and protection 
of the wound. For the induction of hemostasis the 
surgeon is dependent upon tamponade which is not 
always effective. The constant oozing of blood and 
urine prevents the firm adhesion of the tampon 
and when the bladder is left entirely or partially 
open thorough contraction of the vesical wall is 
inhibited. The difficulty of protecting the wound 
may lead to general infection by two routes: from 
the bed of the prostate by way of the lymphatics 
into the veins, or ascending through the renal pelvis 
into the kidney and from there into the circulation. 

The perineal method of Voelcker gives a clear 
view of the operative field during every step of the 


operation. Therefore it is possible to secure good 
hemostasis and to suture the capsule so that at 
least for a few days the surrounding tissues are pro- 


tected against the infiltration of urine. In cases 
operated on by the suprapubic route there is fre- 
quently considerable residual urine. This method 
also disturbs the anatomical structure and injures 
the expulsive power of the bladder. The perineal 
route prevents such damage. Inflammation of the 
testicle may follow any method and is due prob- 
ably to injury of the seminal vesicles. Possibly this 
may be prevented by ligating the vasa deferentia 
in the operative field. 

On the basis of his own successful results the 
author recommends early operation. 

RAESCHKE (Z). 


MISCELLANEOUS 


Crossan, E. T.: Spermatocele. 
Ixxii, 500. 

By the term “spermatocele” is meant today a 
retention cyst of the scrotum containing sperma- 
tozoa and arising from the vasa efferentia, the canal of 
the epididymis, or the embryonic remnants about 
the testicle and lower end of the cord. 

The author reviews the literature on the subject. 
The first use of the term “‘spermatocele” is credited 


Ann. Surg., 1920. 
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to Guérin who, in 1785, applied it to an obscure 
inflammatory condition of the testicle which in no 
way resembled the condition known as spermatocele 
today. Most of the study of spermatoceles is cred- 
ited to the French and Germans, the American liter- 
ature on the subject being very scanty. 

Crossan describes the anatomy and embryology 
of the testes and epididymis. Liston regarded 
spermatoceles as enlarged seminal tubules. Cur- 
ling, Broca, and Paget advanced the theory that 
they are neoformations. Follen and _ Verneuil 
claimed them to be remnants of the wolffian body. 
The first to suggest that they are retention cysts 
was Virchow. Virchow held that spermatoceles 
arise only from the vasa efferentia and the organ of 
Giraldes, while Kocher contended that their con- 
stant site is the vasa efferentia. Hochenegg who 
found the width of the semeniferous tubules to be 
between o.1 and o.2 mm., confirmed Kocher. Dol- 
beau produced dilatation of the vasa efferentia in one 
hundred testicles by injecting mercury. Summing 
up, it may be said that spermatoceles arise most 
frequently from the vasa efferentia and vas aber- 
rans superior, often from the sessile hydatid, and 
only occasionally from the vas deferens, peduncu- 
lated hydatid, and organ of Giraldes. 

Three causes to which the condition has been 
ascribed are trauma, sexual abstemiousness, and 
gonorrhoea. Trauma seems the most logical. Von 
Hoffman divides spermatoceles into two groups, 
extravaginal and intravaginal, though he claims 
that most extravaginal cysts begin as intravaginal 
cysts. 

The author discusses the symptoms, both subjec- 
tive and objective, the pathology, the diagnosis, 
and the treatment. The treatment is radical. as 
aspiration, the injection of irritants, and incision 
are frequently followed by recurrence. In the treat- 
ment of cysts arising from the sessile hydatid and 
the vasa efferentia it is necessary to remove a por- 
tion of the tunica albuginea, and cover the defects 
with serosa. The other varieties of cysts may be 
easily enucleated from their beds and their stalks 
ligated close'to their bases. If the testicle is atro- 
phied, castration is the logical procedure. 

The chief symptom is swelling. Occasionally a 
history of trauma is given. Joun P. O’NeEt. 


Thompson, L.: Syphilis of the Genital Organs of 
the Male and the Urinary Organs. IV. Am. J. 
Syphilis, 1920, iv, 706. 

Chancre occurring on the scrotum usually begins 
as a small red circular spot which gradually increases 
in size. Soon desquamation of the superficial 
epithelium begins and small cracks occur which 
form a circular ulcer. The latter is usually shallow 
and indurated. 

The macular syphilodermata are rarely observed 
on the scrotum, but the lenticular papules, both 
the dry and the moist, particularly the latter, are 
very common, and the gummatous syphiloderm is 
observed very often. 
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Luetic orchitis was apparently not recognized 
until 1736 when Astruc differentiated venereal 
tumors of the testicle which responded to treatment 
by mercury and those which did not. The author 
quotes from literature Benjamin Bell, Sir Astley 
Cooper, and Ricord. 

Syphilis of the testicle is one of the most frequent 
manifestations of the disease. Warthin found 
varying degrees of atrophy and fibrosis in the testis 
of all cases of syphilis in males which came to 
autopsy. 

Syphilis of the testicle occurs in two forms, inter- 
stitial or fibrinous orchitis and gummata. The inter- 
stitial type is usually of earlier occurrence than the 
gummatous type, being observed as a rule during 
the first three or four years. 

The condition may be bilateral, although more 
frequently it is unilateral. Histologically the 
process consists of an infiltration of lymphocytes 
and plasma cells between the tubules, proliferation 
of the fibroblasts of the stroma, thickening of the 
basement membrane, and diminished spermatogene- 
sis. Spirochete may usually be demonstrated 
early in the process. 

Gummata of the testicle are rarely bilateral and 
occur as firm nodules of varying size, either single or 
multiple, enclosed in fibrous tissue. Histologically 
the typical gummatous areas are surrounded by a 
vascular layer of delicate, fibroblastic proliferation 
of the stroma with considerable lymphocytic infil- 
tration. Remains of the semeniferous tubules are 
observed between the gummatous areas. 

Interstitial orchitis is of insidious onset. On pal- 
pation the testicle is found of a very hard wooden 
consistency. Rarely the development is more 
rapid and associated with considerable swelling, 
pain, tenderness on palpation, redness, and oedema 
of the organ. 

Gummata of the testicle as a rule give rise to 
few if any subjective symptoms. Palpation reveals 
either a smooth or nodular enlargement, more fre- 
quently the latter. 

Interstitial orchitis may be mistaken for or- 
chitis due to trauma, gonorrhoeal orchitis, or epi- 
didymitis. 

Gummata of the testicle must be differentiated 
from tuberculosis and new growth. 

Syphilis of the testicle may be arrested in the 
majority of cases. The prognosis as to function, 
however, is not so favorable, but depends entirely 
upon the extent of the process. 

The treatment of syphilis of the testicle is mainly 
specific. Arsphenamine. mercury, and one of the 
iodides should be pushed vigorously. 

The author quotes a number of authorities 
between 1736 and 1863 who first called particular 
attention to syphilis of the epididymis. Thompson 
reported 16 cases, in 14 of which the epididymis 
alone was involved to the exclusion of the testicle. 
Thompson's record of 276 syphilitics gives a total 
of six cases of involvement of the epididymis. 
Balmc saw 13 cases among 2,300 syphilitics. 
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Syphilis of the epididymis occurs in three forms, 
an acute and a chronic interstitial epididymitis 
and gummata. 

The acute interstitial variety may occur as early 
as the second month following infection (Zcissl) 
but as a rule is of later occurrence. The swelling of 
the organ begins in the globus major and consists 
largely of an infiltration of lymphocytes and plasma 
cells with hyperplasia of the fixed elements. A cer- 
tain degree of hydrocele usually develops. 

The chronic variety of interstitial epididymitis 
may follow the acute variety or develop without 
such an attack. It is of somewhat later occurrence, 
rarely being seen before the third year of the disease. 

Gummata of the epididymis occur as a rule much 
later in the course of the disease than interstitial 
syphilitic epididymitis. 

These lesions are usually multiple, rarely bilateral, 
and vary in size from that of a pea to that of a 
hazelnut. 

As with the other types of syphilis of the epididy- 
mis, the histologic picture of gummata has not been 
described. Langhans, however, who observed the 
gross section of a gumma of the epididymis post- 
mortem, stated that it was a solid, caseous knot of 
angular, ramified shape about 1 cm. in diameter 
with a small transparent zone along the edges. 

Acute syphilitic epididymitis usually begins 
rather suddenly with more or less severe pain and 
great tenderness to pressure. Later, distinct indu- 
rated areas are palpable, and in a few days the acute 
symptoms subside and a chronic course begins. 

Chronic syphilitic epididymitis is of slow, insidious 
development and is usually without pain. Palpa- 
tion in the beginning reveals the epididymis hard 
and elastic. Later it develops a board-like hard- 
ness and an irregular surface. When the fluid in the 
tunica vaginalis is of considerable amount, it may 
entirely mask the condition of the epididymis and 
lead to a diagnosis of simple hydrocele. 

Gummata of the epididymis also are of insidious 
development. Palpation reveals one or more tumors. 
There are no subjective symptoms. 

Practically the only condition from which acute 
syphilitic epididymitis must be differentiated is 
gonorrhceal epididymitis. 

Chronic interstitial epididymitis due to syphilis 
may be mistaken for gonorrhceal epididymitis or 
tuberculous epididymitis. 

Gummata of the epididymis may be mistaken 
for tuberculosis or new growth. 

Finally it may be said that in the diagnosis of 
syphilis of the epididymis the history, the presence or 
absence of other manifestations of syphilis, including 
the Wassermann test, and the result of antiluetic 
therapy are probably of more ‘ene than the 
findings in the epididymis itself. 

The prognosis of syphilis of the epididymis is 
favorable as most cases clear up rapidly under 
specific therapy. 

The treatment of syphilis of the epididymis is 
the same as that of syphilis of the testicle proper. 
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Syphilis of the spermatic cord is undoubtedly 
rare. A careful search of the literature revealed 
only 13 case reports. The length of time before it 
develops following syphilitic infection as reported 
in the literature varies from six months to nine 
years. 

The gross pathologic condition in all of the cases 
was enlargement. The size varied from mere 
“thickening” to a tumor as large as two fists. 

The length of time required for the development 
of the condition is recorded in only 2 cases, in one 
of which (Lhomeur) it was two months, and in the 
other (Lancersauc) five years. 

Syphilis of the spermatic cord must be differen- 
tiated from other tumors of this organ, such as 
fibromata, sarcomata, and lipomata, and from 
tuberculosis. 

The prognosis of syphilis of the spermatic cord 
is good under specific therapy. The treatment is 
entirely specific. 

That the seminal vesicles may be involved in the 
syphilitic process has never been shown, but 
undoubtedly if the seminal vesicles of all syphilitics 
who come to autopsy were carefully examined, evi- 
dence of such involvement would be found in 
some cases. THEODORE DRoOzDOWITZ. 


Peacock, A. H.: The Surgical Treatment of Urinary 
Tuberculosis. Northwest Med., 1920, xix, 235. 


Peacock directs attention to the fact that all 
tuberculous infection is acquired primarily by in- 
halation or ingestion, and that the treatment of 
urological infection has two phases, surgical treat- 


ment and postoperative hygienic management. 
As a rule tuberculous epididymitis is painless at 
first, insidious in onset, and unilateral. Later it is 
followed in some instances by abscess formation 
with rupture through the skin and the formation of 
a discharging sinus. If the epididymis alone is 
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involved, its removal is all that is indicated although 
it is sometimes necessary to do a castration. When 
this focus of infection is removed lesions of the 
prostate and seminal vesicle often improve. 

The tuberculous prostate and seminal vesicles are 
inaccessible to surgical removal, and in such infec- 
tions the bladder also is involved. In cases of tuber- 
culous prostatic abscess Peacock suggests supra- 
pubic cystotomy with abscess drainage into the 
bladder. This may be done under local or light 
general anesthesia. Placing the bladder at rest and 
diverting the urinary stream reduces the oedema of 
the prostatic urethra, allows ulcers to heal, and 
affords immediate relief. 

In citing an instance of primary urogenital tuber- 
culosis of the bladder Peacock states that bladder 
involvement is usually secondary to renal, prostatic, 
or seminal vesicle infection. 

Tuberculosis of the ureters is frequently the cause 
of prolonged suppuration following nephrectomy. 

The examination of catheterized specimens from 
the ureters for tubercle bacilli the author considers 
much more satisfactory than animal inoculation. 

When nephrectomy is done for renal tuberculosis 
the ureter is removed down to the pelvic brim and 
the stump is not treated. Rubber-tube drainage is 
used. The high temperature which usually follows 
such operative procedures is due to the absorption 
of tuberculous exudate by the large wound surface. 

In bilateral renal tuberculosis keen judgment is 
necessary as very few cases should be operated upon, 
even in the présence of marked involvement of one 
side and only slight involvement of the other. 

The operation is only a small portion of the treat- 
ment of any case of urogenital tuberculosis. It 
should be followed by rest, care in a sanatorium, 
sunlight, forced feeding, tonics, tuberculin, and 
residence in climatic areas found beneficial to tuber- 
culosis infections. Harry CULveR. 


SURGERY OF THE EYE AND EAR 


EYE 


Wheeler, J. M.: The Restoration of the Margin 
and Neighboring Portion of the Eyelid by a 
Free Graft from the Lower Part of the Eyebrow 
and the Skin Directly Below It. J. Am. M. Ass., 
1920, Ixxv, 1055. 

The case reported was a very severe burn of the 
eye caused by hot lead. Asa result the edges of the 
lids and the eyeball sloughed away. Fifteen months 
later the lids were restored by means of large 
grafts, including some of the hairs, taken from the 
upper lid close beneath the eyebrow. These having 
been put in place and sutured, firm pressure was 
maintained for five days before the wound was 
redressed. After both upper and lower lids were 
thus operated upon and the cul-de-sacs were 
restored, fat was implanted into the orbit. The 
result was very satisfactory. T. D. ALLEN. 


Colombo, G. L.: Some Traumatisms of the Ocu- 
lar Structures and Their Treatment (Di alcuni 
traumatismi degli annessi oculari e del loro tratta- 
mento). Arch. ital. di chir., 1920, li, 310. 


The author gives a number of case histories of 
ocular lesions most of which were observed during 
the recent war. These lesions included palpebral 
and tegumental injuries, comminuted fractures of 
the orbital walls and margins, and orbital injuries 
associated with the presence of definite foreign 
bodies in the orbit. He discusses also the treatment 
of purulent sinusitis following injury, direct trau- 
matic section of the optic nerve, and plastic opera- 
tions on the lids. 

The general rule of immediately opening up, dis- 
infecting, and clearing the track of a projectile, 
which was followed during the war, is not always 
applicable to orbital injuries as the percentage of 
such wounds which are infected is low and opening 
the orbital tissues may be the cause of a severe reac- 
tion, exophthalmos, and cicatricial retraction im- 
peding the functioning of the muscles of the eye. 
Colombo therefore discusses only the advisability 
of immediate intervention or non-intervention, and 
— deal with injuries which involve the eyeball 
itself. 

Suture and reconstruction of the eyelid are indi- 
cated when the tissues are still present, but when the 
destruction is extensive and deep and the eyeball 
is irreparably injured, expectant treatment is 
preferable. 

In fractures of the walls and margins of the orbit, 
operation is imperative when the destruction is 
_ extensive or there are lacerations of the eyeball or 
perforations of the sinuses. Sequestra are rarely 
formed, however, and the absence of infection is one 


of the most important characteristics of injuries of 
the orbit. 

The orbital tissues are very tolerant toward small 
metallic foreign bodies. When intervention is neces- 
sary in the absence of extensive fractures or foreign 
bodies deeply embedded in the orbit, textbooks 
recommend Kroenlein’s operation, but in nine cases 
the author succeeded in extracting deeply embedded 
foreign bodies by means of a low conjunctival inci- 
sion. This method, however, should not be used if 
more than eight or ten days have elapsed since the 
injury. 

When a foreign body has penetrated the orbit 
through a sinus the method of treatment may be: 
(1) expectant; (2) enucleation and removal of bone 
fragments and foreign bodies; and (3) enlargement 
of the osseous breach, ample opening of the sinus, 
and cleansing of the wound, the eyeball being con- 
veniently displaced during the operation. The 
author finds the last method the best. 

Colombo treats purulent sinusitis by disinfecting 
with tincture of iodine. 

Plastic operations on the eyelid may be performed 
after a suitable interval with pedicled skin strips 
from neighboring areas. W. A. BRENNAN. 


Sleight, R. D., and Haughey, W.: The Technique 
of Gifford’s Operation for Destroying the 
Lachrymal Sac. J. Michigan State M. Soc., 1920, 
xix, 451. 

Sleight and Haughey describe the technique of 
Gifford’s operation for destroying the lachrymal sac 
by means of liquid trichloracetic acid instilled into 
the sac through the usual incision made for its 
enucleation. Anesthesia is induced with 1 per cent 
novocaine. The wound is packed with narrow strips 
of gauze. Asa rule no sutures are used. 

The authors obtained excellent results with this 
procedure in 10 cases, 2 of which they report in 
detail. F. P. Scuuster. 


Franklin, W. S., and Cordes, F. C.: Radium for 
Cataract. Am. J. Ophth., 1920, iii, 643. 


The authors treated thirty-one cases of cataract 
with radium. The vision was improved in 84.3 per 
cent. In most cases the improvement recorded was 
one or two lines but in one instance the vision went 
from 0.5 to 1.2 and in a few others there was an 
improvement of 3 lines. These patients were given 
10 milligram hours twice a week for four weeks and 
then once weekly until the process became station- 
ary. Subsequently one exposure was given each 
month. 

The authors conclude that radium does not injure 
the normal structures of the eye and has apparently 
a selective action on the lens. In the treatment of 
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incipient cataracts it is of proven value. While in 
many cases it is impossible to bring the vision up 
to normal, the result of the treatment is better than 
an aphacic eye and the patient is not subjected to 
the risk of operation. The authors admit, however, 
that their patients have not been under treatment 
for a sufficient length of time to warrant a conclu- 
sion as to whether or not the cataracts will go on 
to maturity. W. F. Moncreirr. 


O’Connor, R.: The Safest Method of Cataract 
Extraction. Am. J. Ophth., 1920, iii, 726. 


O’Connor opens his paper with the statement 
that he is attacking the Smith-Indian operation 
because it may be attended by complications which 
rarely follow a preliminary iridectomy and subse- 
quent capsulotomy and extraction performed in 
the usual way. Typical cases reported by those 
advocating the Smith-Indian method are cited 
and contrasted with some of the author’s own cases 
as regards visual acuity and the percentage of 
excellent, good, fair, and poor results. O’Connor 
concludes his article with the sentence: ‘Their re- 
cord betters mine only in the percentage of 20/15 
cases, but it is quite apparent that this unimportant 
gain was purchased at the expense of a large num- 
ber of losses.” T. D. ALLEN. 


Stark, H. H.: The Diagnosis of Chronic Intra- 
Ocular Tuberculosis. J. Am. M. Ass., 1920, Ixxv, 
923. 

Stark reviews intra-ocular tuberculosis in defense 
of those who make diagnoses of this condition fre- 
quently. 

The microscopic pathology has the same general 
appearance as tuberculosis elsewhere in the body 
and the presence of tubercle bacilli is not necessary 
to warrant a diagnosis. It is probable that tubercu- 
losis is spread to the eye most frequently by way 
of the veins. 

The clinical picture is described. A history of 
local injury or a focus of infection is frequently 
obtained. Three cases are cited. 

The clinical factors of special diagnostic import- 
ance in the sclera, cornea, iris, ciliary body, retina, 
choroid, vitreous, and optic nerve are discussed. 

Subcutaneous tuberculin injections are of value 
in completing the case record. Cases of tuberculosis 
are divided into four classes: 

1. Case of active tuberculosis in the lungs. No 
tuberculin is given. 

2. Cases of recent tuberculous activity in the 
lungs. An initial diagnostic and therapeutic dose 
of 1/500,000 mg. of tuberculin is given and then 
doubled until a reaction occurs. 

3. Cases in which tuberculous activity was 
present several years before. Tuberculin is given, 
beginning with a dose of 1/10,000 mg. 

4. Cases in which there is no history of tubercu- 
losis at any time. An initial dose varying from 1% 
to 1 mg. of tuberculin is followed by doses of from 


3 to 5 mg. every forty-eight hours until the point 
of saturation is reached. 

Undoubtedly focal reaction is the result of a 
specific protein reaction and failures in treatment 
are due to the fact that the patient is not brought to 
the point of saturation. Favorable reaction to 
tuberculin treatment is a valuable diagnostic sign. 

F. P. SCHUSTER. 


EAR 


Fraser, J. S.: Tumors of the Eighth Nerve. Proc. 
Roy. Soc. Med., Lond., 1920, xiii, Sect. Otol., 109. 


The author discusses this subject from the oto- 
logical aspect, urging that the diagnosis be made in 
the ‘‘early or otological”’ stage rather than in “late 
neurological or general surgical”’ stage. 

Three cases in which the ears were examined 
microscopically are reported, the findings being 
described in detail. 

The clinical history of a typical case may be 
divided into three stages: (1) the initial or “oto- 
logical”? stage with auditory and vestibular symp- 
toms followed by headache; (2) the intermediate 
or “neurological”’’ stage, with involvement of other 
cranial nerves, pressure symptoms, and “cerebellar 
seizures;”’ and (3) the terminal stage. 

The author states that if solitary tumors of the 
eighth nerve are to be diagnosed early it is of the 
utmost importance that otologists thoroughly exam- 
ine all cases of unilateral nerve deafness. The fol- 
lowing conditions may simulate unilateral eighth- 
nerve tumors: 

1. Acquired syphilitic neurolabyrinthitis. In 
this condition the history of syphilitic infection and 
the Wassermann reaction of the blood and cerebro- 
spinal fluid are the important considerations. 

2. Neuritis of the cochlear or vestibular divisions 
or both due to (1) exposure to cold wind; (2) toxa- 
mia in cases of pyorrhoea alveolaris, chronic tonsil- 
litis or appendicitis; or (3) quinine, salicylate, arseni- 
cal, or other forms of poisoning. A carefully taken 
history of the case and a thorough physical examina- 
tion should be sufficient for the differential diag- 
nosis. Complete deafness and total loss of the 
vestibular reaction are not present in these con- 
ditions. 

3. Hamorrhage into the labyrinth in the bleed- 
ing diseases. The latter may be eliminated in the 
differential diagnosis by a blood examination. 

4. Senile or arteriosclerotic nerve deafness. 
This is bilateral, and as a rule is not accompanied 
by giddiness. The low tones are retained along with 
the vestibular reactions. 

5. Unilateral congenital deafness. Deafness of 
this type is rare and not associated with giddiness or 
nystagmus. The vestibular reaction is present. 

6. Circumscribed labyrinthitis and labyrinth 
fistula. These are of course associated with otitis 
media and usually with cholesteatoma. 

7. Recent diffuse labyrinthitis. The differentia- 
tion of this condition from tumor of the auditory 
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nerve is not apt to be very difficult as the history 
and progress of the case differ distinctly and the 
galvanic test is of value in the diagnosis. 

8. Otosclerosis. This condition is occasionally 
associated with giddiness, but functional examina- 
tion of the cochlear and vestibular apparatus will 
clear up the difficulty. 

g. Serous meningitis in the lateral cistern (Bar- 
any’s syndrome). In this condition a history of 
otitis media is given as a rule and there is a well- 
marked pointing error which is not usually found in 
cases of acusticus tumor. In the majority of cases 
lumbar puncture results in improvement and is 
followed by a return of normal caloric reaction. 

Reviewing the literature, the author quotes at 
length from various authors and summarizes their 
views under the following headings: etiology; 
pathology; histology and development of the 
tumors; pathologic changes in the labyrinth; 
symptoms; examination of the cochlear and vestibu- 
lar apparatus; differential diagnosis; prognosis; 
and treatment. O. M. Rort. 


Perkins, C. E.: Sixth Nerve Involvement in Puru- 
lent Otitis Media. Laryngoscope, 1920, xxx, 666. 


The author reports two cases of sixth-nerve 
involvement in purulent otitis media, the first an 
ordinary case of the Gradenigo syndrome appear- 
ing after the mastoid operation, and the second a 
case in which a retropharyngeal abscess was present. 
When this occurs, it demonstrates positively that 
the suppurative process has invaded the petrous 
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tip and broken through the lower surface of the bone. 
Its approach to the upper surface is shown by 
involvement of the gasserian ganglion which results 
in neuralgia, and of the sixth nerve, which results in 
disturbance of function of the external rectus oculi. 

The gasserian ganglion lies in much closer rela- 
tion to the air cells occupying the petrous tip than 
the sixth nerve. In infective processes extending to 
such cells it would be expected that the ganglion 
would become involved sooner and more frequently 
than the sixth nerve. It undoubtedly does become 
involved sooner. The reason the sixth nerve does 
not escape oftener is that, as it passes over the 
petrous portion, it is encased in a more or less 
unyielding canal (Dorello’s canal) the walls of 
which, when swollen, cause pressure and disturbance 
of function. 

Notwithstanding this anatomical arrangement, 
which makes the nerve more vulnerable, there may 
be a disturbance of the gasserian ganglion without 
an abducens paralysis. Therefore trigeminal neu- 
ralgia, otherwise unaccounted for, which occurs on 
the side of a suppurative middle-ear process should 
direct attention to the probability that the infec- 
tion has extended to the labyrinth. 

The author observes that, given a suppurative 
middle-ear process caused by the streptococcus 
capsulatus and associated with a sclerotic mastoid 
process, one may expect the condition to extend 
inward if the anatomical arrangement is at all 
favorable. Under these circumstances, a cell in the 
petrous tip has very little chance of escape. 

O. M. Rorz7. 


SURGERY OF THE NOSE, THROAT, AND MOUTH 


NOSE 


Watson-Williams, P.: Latent Sinusitis in Chil- 
dren. Proc. Roy. Soc. Med., Lond., 1920, xiii, Sect. 
Laryngol., 228. 


The symptoms of chronic latent sinusitis in chil- 
dren are essentially similar to those of infected ton- 
sils and adenoids, viz., a recurrent nasal catarrh, 
buccal respiration, catarrhal deafness, aprosexia, 
mental backwardness, and chronic sepsis. In infec- 
tion of the sphenoidal sinus especially other mani- 
festations may arise, such as restriction of normal 
and color fields, etc., but if they are not suspected 
and sought for these symptoms pass unnoticed. 

More serious results of chronic sinus infection are 
due to the entrance of the organisms into the gastro- 
intestinal tract where they sometimes infect the 
appendix, and into the bronchi and lungs where 
they may give rise to bronchitis, pneumonia, and 
possibly tuberculosis. 

A persistent unilateral nasal discharge is highly 
suggestive of a sinus infection provided the presence 
of a foreign body is eliminated. 

In the author’s experience the most useful methods 
in the examination are endo-rhinoscopy and explora- 
tion of the sinuses with the suction syringe. 

O. M. Rorr. 


Barnes, H. A.: The Combined Operative and 
Radium Treatment of Malignant Disease of 
the Nasal Accessory Sinuses. Laryngoscope, 
1920, xxx, 646. 

All cases of malignant disease of the nasal acces- 
sory sinuses are operable as long as there are no 
metastases in the brain or neck. Before the opera- 
tion is begun the nasopharynx is tightly packed 
with gauze. Up to this time the ether is given by 
the ordinary cone method, but afterward it is admin- 
istered through a Rocci tube inserted through the 
mouth into the lower pharynx, where it is held in 
position by a strip of gauze packed lightly around it. 

The Moure incision is made in the cheek and the 
front wall of the antrum removed, after which the 
main tumor mass is evulsed as rapidly as possible. 
In the ethmoid and sphenoid regions the mastoid 
curette is serviceable, and where space permits the 
small tonsil ring punch and the various angular 
cutting forceps ordinarily employed in sinus treat- 
ment are invaluable. When the alveolus and hard 
palate are involved the heavy rongeur forceps are 
necessary. Practically regardless of anatomical 
considerations, every particle of tumor tissue, all 
necrotic or soft bone, and, whenever possible, a 
small margin of healthy tissue should be removed. 
If the orbital tissues do not seem to be invaded the 
eye may be left. If there is any doubt as to involve- 


ment of the orbit, however, an exenteration should 
be done. After all the tumor tissue has been removed 
the V-shaped flap is cut from the cheek and the cav- 
ity lightly packed with gauze surrounding a tube of 
radium emanations of appropriate strength. 

The radium tube is left in place about two weeks, 
being re-inserted with each dressing during that 
period. As the tube loses one-sixth of its radiating 
strength every twenty-four hours, it is to all intents 
and purposes inert at the end of convalescence. 
The patient is then given three or four radium 
treatments at weekly intervals to forestall recur- 
rences. In these radium treatments care must be 
taken to prevent any marked reaction in the tissues. 

The author adds the reports of 8 cases. In this 
series there were 6 cases of carcinoma, 1 case of 
small round-cell sarcoma, and 1 of fibrosarcoma. 
With the exception of the case of fibrosarcoma, all 
were of the hopeless type, the condition being of 
long standing and involving both the ethmoid and 
the sphenoid. Three of the patients with carcinoma 
were operated upon for recurrences. In one case of 
sarcoma the eye had been enucleated a year pre- 
viously, at which time further operative measures 
were abandoned because of the extent of the disease 
in the ethmoid region. 

In the case of fibrosarcoma there is no evidence of 
recurrence fourteen months after the operation, while 
the cases of small round-cell sarcoma show no recur- 
rence after twenty-six months after the operation. 
Three of the patients with carcinoma are dead; 1 is 
in the last stages of exhaustion with very extensive 
recurrence; and 2 are well with no evidence of recur- 
rence or metastases twenty-five months and seven- 
teen months respectively after operation. One 
patient with a carcinoma of over a year’s standing 
which involved every sinus except the frontal sinus, 
died of septic meningitis following the operation. 
Of the eight patients, 4 (50 per cent) are without 
recurrence to date. O. M. Rorrt. 


THROAT 


Patton, W. T.: A Simplified Technique for Local 
Anesthesia of the Tonsils—Intranasal Sur- 
gery without Packing. South. M. J., 1920, xiii. 


A medium-sized, fairly blunt, short pointed 
needle is inserted through the tonsil at its center 
outward and backward so that its point is placed as 
nearly as possible between the capsule and the 
superior constrictor at its exact center. It is forced 
through the tonsil tissue into the connective tissue 
between the capsule and aponeurosis where the 
nerve plexus runs, a point just beyond that at 
which slight resistance to its progress is offered by 
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the fibrous capsule. Twenty minims of the anes- 
thetic are sufficient. If the tonsil is large or long, 
two punctures, at the upper and lower pole, may 
be necessary. 

The author mentions the Simpson splint only to 
condemn it. When intranasal packing is necessary 
he recommends strips of folded gauze 14 in. wide, 
lubricated with vaseline. Because of the discomfort 
and reaction after its use, however, packing is usu- 
ally dispensed with, the raw surfaces being painted 
with compound tincture of benzoin and, in the 
submucous resection, the flaps being held together 
with a metal clamp. In the author’s opinion, com- 
pound tincture of benzoin is as good a hemostatic 
as the brain extracts and has the advantage that it 
glues the flaps together. 

The advantages of the non-use of nasal packing 
‘are: (1) greater comfort; (2) less reaction in the 
tissues of the nose; and (3) usually less bleeding if 
the patient is put to bed at once and adrenalin spray 
and cold compresses are used. The disadvantages 
are: (1) hematoma, (2) the occurrence of later 
haemorrhage necessitating packing. S. Howe. 


Moore, I.: Angiomata of the Larynx. Proc. Roy. 
Soc. Med., Lond., 1920, xiii. Sect. Larynol., 236. 


This paper is the result of a study of all the cases 
recorded in the literature (71 in number) with spe- 
cial reference to hemorrhage and the treatment. 

Angiomata may be classified as: 

(1) Hemangioma simplex or local telangiectasis; 
(2) hemangioma cavernosum—the most common 
variety—which has a roughened surface and is fre- 
quently pedunculated; (3) hemangioma diffusum 
or telangiectasis diffuse; (4) lymphangioma; and 
(5) mixed or atypical types such as angiomatous 
papillomata, angiomyxomata, and angiofibromata. 

Among the 71 cases spontaneous epistaxis occurred 
in only 12, and varied from a small amount to pro- 
fuse hemorrhage and from a single bleeding to fre- 
quent repeated hemorrhages. 

Operative treatment was stated definitely to have 
been carried out in 39 cases. The tumor was removed 
by forceps in 19 cases, with the cold wire snare in 5, 
with the galvanocautery in 8, and by thyrofissure in 
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6. Suspension laryngoscopy and excision with the 
scissors was done in 1 case and radium was employed 
in another. Among these 39 cases considerable or 
severe hemorrhage occurred in 25, and in 14 there 
was no hemorrhage or only slight bleeding. In the 
19 cases in which the tumor was removed with the 
forceps, severe bleeding occurred in 7, slight bleed- 
ing in 4,and none in 8. In the 5 cases in which it 
was removed with the cold snare, severe bleeding 
occurred in 2 cases, slight bleeding in 2, no bleeding 
in 1. In the 7 cases in which the galvanocautery 
snare was used, severe bleeding occurred in 3 cases, 
slight bleeding in 2, and no bleeding in 2. No hemor- 
rhage occurred in the 6 cases of thyrofissure or the 
single case treated with radium. 

In the entire series of 71 case reports, there was 
no record of a death from spontaneous hemorrhage. 
Induced hemorrhage, however, was fatal in 3 cases, 
once following the removal of tissue for microscopic 
examination, once during tracheotomy due to inci- 
sion into the growth, and in one other case the details 
of which are not given. 

Among non-operative methods of treatment the 
use of sulphoricinate of phenol was successful in one 
case and the application of radium in another. 

If the tumor is not causing any serious trouble it 
is best to leave it alone. Any nasal obstruction or 
lesion, however, must be corrected. Spontaneous 
hemorrhage should be treated by the application of 
the galvanocautery to the bleeding point. 

In endolaryngeal removal by the indirect method 
there is danger of hemorrhage, laryngeal spasm, and 
the entrance of blood into the bronchi. 

By the direct per-oral method the tumors may be 
removed by means of the laryngeal tube spatule, 
the suspension apparatus, or thyrofissure. The use 
of the laryngeal tube spatule by the direct method 
has the advantage over the indirect method in that 
the tube can be used as an intubation tube and suc- 
tion may be effected through it. 

The use of the suspension apparatus by the per- 
oral route is admirably adapted to the removal of 
angiomata of the larynx but should always be pre- 
ceded by laryngotomy or tracheotomy. 

Thyrofissure is the safest method. O. M. Rort. 
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